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FOREWORD 



After 15 nonths of intensive study of the charae given to uc by 
the Regents, and after the accumulation, analysis, and correlation of an 
inmense amount of statistical infoimation and other data, the teqents 
Task Force has identi^fiec. i nunber of factors v*iich influence the?e 
problems. We have developed seme conclusions and have made sore 
reocmnendations no^, in this interim report, based on our findings to 
date. Because of the magnitude and cotplexity of our task, nost docu- 
mentation will be presented in the final report. And soma of our most 
iitportant and specific recortmendations will have to wait for the final 
report. Because of the magnitude of the task of full data analysis and 
documentation of our final report, and the necessity to have a much more 
conprehensive discussion of the various factors and their interrelation- 
ships irrpinging on the production of physicians and their retention 
in New York State, it is inpossible to produce the final printed docu- 
ment in tiine for recomendations to be included in the Regents Leaislative 
Brochure for action by the Legislatiire at its next session. The issues 
are far too ocrnplex, their interrelations too intertwined, and the fu- 
ture too indistinct to provide for a full and conprehensive presentation 
at this tiine, without uniform fiscal and program data from all the 
medical schools; these v;ill not be available to us until the close of 
this year from a study now underway* 

At our request, each of the twelve medical schools in the State 
is new undergoing a cost analysis of medical education v;hich will 



provide the first uniform analysis of all medical sdiools in a 
single state, according to a format vMdi only recently was developed 
by the Institute of Medicine, on mandate fron the Congress, throu^ 
contract with the Department of Health, Education and Welfare. 
For this reason specific financial reccmmendations for long range 
funding of medical education, and other information fron that stufy, along 
with a great deal of statistical data v*iidi we have accumulated, 
will be included in the final report v*ddi will be available some- 
tine during the Spring of 1975. 

Because of the limitations of staff and time, only a miniinum of 
supporting data is included herein. Extensive tabulations, on 
vrtiich maiT/ of the conclusions and reoomnendatians were based, and fron 
vAiidi our cwn New York State statistics were derived, are available 
in woric tables; these will be provided in the final report. 

Fran testimony given to the Task Force, we knew that the 
Federal Government was engaged in a major moltiphasic study cf the si:pply 
of, and demar.d for, physician maipower, whidi we were told would 
ocxitain major departure?; fron cu3n:^tly held opinions. Significant 
segments became available to us in a prep^Jblication edition very 
recently, (August 1974) . Materials in this very inportant docu- 
ment necessitated a cotplete reappraisal of m?v^ popular assunptions. 
Biis provides further e^qjlanation of our inability at this time to trans- 
mit a fully documented filial report. 

Our first priority has been to provide the Regents with 
sans reccmnendations with which they can begin to attack these 
very critical problems. 
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Since the Task Force was appointed, it has net nonthly and has 
spent close to 120 hours in joint sessions. Betaveen formal sessions, 
ccmnittees of the Task Force and staff have spent much tine in 
studying topics and developing materials for the Task Force. As a groi:p 
we have consulted with several dozen persons, including deans of 
medical schools^ of ficials of third party payers, nedical eoononists, 
sociologists, medical students. Federal and State officials, repre- 
sentatives of hospitals and medical associations, other professional 
grocps and proponents of new medical schools . 
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EjflCERP^XS FROM HiE CHARGE TO TTE FEGERK TASK FORCE CN MEDICAL SCHOOL 

moinwr and physiciai^ ManpowER presented by ceputy o cw^ssicmer 

T. EDWARD HQLLANEER, JULY 30, 1573 



The Regants have broad responsibility for education and licensure 
which affects the quality and distribution of health delivery in the 
^^^V • Regents have, fron time to tine, been reouired to deal 
vath the following specific question*;. 

—Should the Regents ^rove applications for charters for 
additional medical schools? 

—Should the Rsgents encourage tte further e^ansion of 
existing nedical schools by reoatmending extended state aid 
programs to accorplish this objective? 

—Should the Regents adept a policy of substituting Anerican- 
educated plysicians for foreign-trained physicians who now 
receive one-third of the new licenses issued annually by the 
Department? 

—Should the Regents ocntine to oppose legislation that would 
reserve a portion of medical school places for stu3ents who 
agree to practice in areas of physician shortage? 

—Should the nxi±er of county and state medical fellowships 
that carry a oarmitment for practice in an area of shortage 
in the State be expanded? ... 

Health l^r^^^ ^ sensitive to the fact that the Departments of 
Health and Mental Hygiene have direct respcnsibiUties for the quality of 

^cognize also that ti^e private nedical Sll^ Sd 
the State Universily have the mDre difficult prc4>lems of inplamnSna 
programs that m^ result fron the broader policy statenenJ^^e^Lnts 
S "Sf^ £;;erlaD with tT^^ctivitSf of 

the Health Manpoj^ Planning Qimdssion. Rather than seek the advic^ 
of a broader public group, they specifically recmested the advice of the 
£?n^h^'^%' ^.f^u^""^ °? govermrent, and sought out this qroup to 
SeLXSSbSftiet "^'^ ^ 

"In suimary, ny hope is that you can define nedical manrxwer aoals 
and suggest programs that will assure an adequate supply of ^SSnS 
^ nf ^^\r^^ distributed in su^Tway ^t\ealS^ 

SSf^Si^?" should define as 

precisely as you can the nunter of physicians and sup^rtinq staff, (e a 

SSS'T™?i''^''' ""^^^^ by the year 2000, Sd ^hei"" 

^ °" specific questions as 

the need for additional nedica]. schools, the possible expansion, if 
necessary, of existing ones, the state and federal rolefi^fin^ncina 
and programs for recruitanent to areas of physician shortage." 



-4- 

11 



ANALYSIS OF TOE SUPPLY OF 
PHYSICIANS AND BELATED PROBLEMS 



One of our major charges was to determine the adequacy of 
niurbers of physicians available. We have examined many criteria for 
neasuring demand and requirements, and have foimd no universally accep- 
table criteria to measure the adequacy of si:9:3ply of physicians. Nor 
are there any precise measures of reasonable demand for physicians' 
services. Nor at our current level of development is there a close 
correlation between pnysician maipower ratios and population health. 

Hew can New York State have a physician shortage when only 
Israel and the U. S. S. R. (Table 1) seem to have hictfier ratios 
of practicing physicians to population than New York and when 
New Yoric State has the hi^st ptr^rsician to population ratio of any 
state in the Union, as well as the greatest oonoentration of medical 
schools, medical research institutions, and excellent teaching 
hospitals in tliis country and probably in the world? 
bfew York Ccnpared to Other States 

A convenient and conventional way to measure adequacy of supply 
has been on a oonparative basis. Overall, New York State seems 
to be in an exceedingly favorable position by this measure. But one 
of the great difficulties in assessing odtparative data on this tqr>ic 
is the determination of whidi physicians have been counted. For 
exartple, the American Medical Association statistics for New York 
State attribute over 11% more firvsicians to the State than the New 
York Stabe registration files include, and the AiiBrican Medical 
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Table 1 

lOTER^KTICElAL OOMPARISCN OP FEPORTED 
PHXSICMN-POPUIATICN RKPIOS 
1969 

(Nimber of Physicians per 100,000 Population) 



NORIH A^EKECA 



Canada 141 

united States^ 155 

V^ESTESN EUR3PE 

Austria 182* 

Belgim 155 

Denmark 145 
Finland 95 

France 130 
Fed. Itep, of 

Germany 170* 

Ifetherlands 122 

Nbrw^ 141 

Sweden 130 

Switzerland 138 
Uhited Kingdcra: 

England & Wales 121 
Northern Irelavid 131 

Scotland 133 



EASTEPN EURDPE 



Bulgaria 183* 

Czechoslovakia 145 

Hungary 191* 

Poland . 146 

Rcmania 129 
Yugoslavia 95 

OSHER 

Australia 118 

Israel^ 245* 

Japan 111 

New Zealand 115 

U.S.S-R. 231* 



SOURCE: Vforld Health Organization (1972) , Table 2.1- 

^^liis ratio incltides only professionally active physicians. It is not 
clear whether figiares for the other nations have been similarly 
adjusted* 

^^.cludes physicians who are registered in Israel but do not reside or 
practice there. 

*Denot3s natiais reporting a higher physician-population ratio than 
was reported by the iMted States. 

REB: 10/3/74 



ERIC 



-6- 

13 



Table 2 

PHYSICXVI W:JPa/ER PER 100.000 ra>ULATrCN 
1972 





Physician5i^& D0)3^ 


fD Physicians Chly 


M) & DO Phvsicians 


hJ) Physicians (only 
Ccraduatcs of !fcdical-j 




excluding 




including 




inclulincr 




HANK 


Interns & Residents 


Interns & Residents 


Interns & Residents 


Schools in the U.SO^ 




State 


P^tio 














1. 


D.C. 


2S6 


D.C. 




D.C. 


hZh 


D.C. 


2. 


llcw York 


193 


Kew Yori. 


239 


liCM YorK 


2h J 


California 


loo 


3. 


Massachusetts 


172 


^'as sachuso tts 




1*^^15 sachuset ts 


c 

ZlD 


Colorado 


1 OO 

loZ 


4. 


California 


172 


Cali f omia 


198 


Cali f omia 


2UU 


?Viry5,and 


lol 


5. 


Connecticut 


ICS 


Oonnocticut 


196 


Connecticut 


198 


f 'ascaciiusctts 


loo 
l/o 


6* 


Verrxnt 


163 


."''aryland 


192 


Vermont 


194 


Vcrmcnt 


lob 


V7. 


Arizona 


156 


Verrxnt 


185 


Maryland 


193 


Connecticut 


1 C T 

Ibl 


• 8. 


Oolorado 


155 


Colorado 


178 


Colorado 


189 


^^cw York 


lol 


9* 


Hawaii 


154 


Rhode Island 


167 


Arizcna 


175 


wasnington 


146 


10. 


Florida 


154 


Hawaii 


165 


Rhode Island 


175 


Wyoning 


^ A ^ 

146 


11. 


Rhode Island 


150 


Florida 


162 


Florida 


1 TO 
1 fZ 


Arizon£i 


14 J 


12. 


Maryland 


144 


Arizcna 


155 


Pennsylvania 


169 


Oregon 


TOO 

13o 


13. 


tfew Jersey 


142 


Pennsylvania 


155 


Hawsdi 


168 


Utah 


1 OO 

138 


14. 


Pennsylvania 


139 


Minnesota 


151 


New Jersey 


161 


Florida 


1 OO 

1j7 


15. 


Oregoi 


137 


New Jersey 


150 


Washington 


Ibo 


t-lirnesota 


1 OO 

1j7 


16. 


Washington 


137 


v:ashingtcn 


150 


I-Iissourl 


155 


IlaKvadi 


1 o^ 

136 


17. 


Maine 


134 


Oregcn 


147 


Oregon 




Pei insy Ivania 


1 OO 

133 


18. 


New Hanpshire 


132 


Illinois 


142 


I'linnesota 


153 


Louisiana 


TOO 

123 


19. 


Delaware 


130 


Utah 


142 


Michigan 




Virginia 


loo 

123 


20. 


Missouri 


129 


New Hanpshire 


141 


Delaware 


146 


New Mexico 


1 OO 

122 


21. 


Michigan 


125 


Delaware 


139 


Illinois 


145 


Nebraska 


1 1 n 

119 


22. 


Nevada 


120 


Ohio 


135 


Chio 


145 


Tennessee 


1 1 o 

llo 


23. 


Minnesota 


120 


Missoiiri 


131 


New Hanpshire 


^AA 

144 




llo 


24. 


Ohio 


119 


Virginia 


129 


Utah 


144 


Fnooe Islana 


11 / 


25. 


Illinois 


118 


Michigan 


128 


f5aine 


139 


Kansas 


116 


26. 


Utah 


118 


Wisconsin 


]24 


Ngw fiaxioo 


T oo 

133 


Nevada 


113 


27. 


New Mexico 


116 


Louisiana 


'.22 


Virginia 


130 


North Carolina 


113 


28. 


VZisoonsin' 


111 


Itennessee 


L22 


Kansas 


1 oo 


New Ilazrpshire 


113 


29. 


Montana 


111 


New Mexico 


.120 


Wisocxisin 


1 oo 


Missouri 


112 


30. 


Kansas 


109 


KaascLS 


119 


Texas 


1 o^ 

126 


Georgia 


111 


31. 


Oklahcna 


108 




1^9 


Louisiana 


1 1 o 

123 


Wisconsin 


109 


32. 


Virginia 


108 


Texas 


119 


Tennessee 


TOO 

123 


CklahoRB 


108 


33. 


Texas 


107 


Nebraska 


118 


Nebraska 


121 


Alaska 


105 


34. 


Nebraska 


106 


Nevada 


116 


Nevcida 


1 on 
12U 


Montana 


105 


35. 


Iowa 


103 


iJorth Carolina 


113 


Cklahcma 


Tin 

119 


Illinois 


104 


36. 


Louisiana 


103 


Georgia 


112 


Iowa 


1 1 o 

llo 


New Jersey 


104 


37. 


Tennessee 


103 


Vfest Virginia 


109 


Georgia 


114 


Ohio 


102 


38. 


Viest Virginia 


103 




107 


W<*<;t Viroinia 


114 


South Carolina 100 


39. 


\^^cming 


103 


Icwa 


104 


Itorth Carolina 


113 


Arkansas 


99 


40. 


IdahD 


100 


Kentuclry 


104 


^tontana 


111 


Delatvare 


98 


41. 


Georgia 


98 


Indiana 


103 


Indiana 


106 


Kentucky 


98 


42. 


Worth Carolina 97 


OklahoiB 


103 


Kentucky 


105 


Idaho 


96 


43. 


North Dakota 


97 


V-Voning 


101 


\^yaaing 


104 


Iowa 


95 


44. 


Indicjna 


96 


Idaho 


97 


Idaho 


100 


Michigan 


95 


45. 


Kentucky 


92 


North Dakota 


97 


north Dakota 


98 


Indiana 


94 


46. 


Ai^cansas 


86 


South Carolina 


97 


South Oirolina 


97 


Alabania 


93 


47. 


South Carolina 86 


Arkansas 


95 


TVrkonsas 


96 


^tline 


91 


48. 


Alaska 


82 


Alabama 


91 


AlabacT\a 


91 


i Mississippi 


91 


49. 


Soutli Dakota 


82 


?lissi sf ippi 


83 


South aiJ:ota 


85 


'Corth Dakota 


87 


50. 


Alabccna 


80 


Alaska 


81 


flississippi 


83 


South Dakota 


34 


51. 


Ilississippi 


75 


South Daliota 


81 


Alaska 


82 


Vfcst Virginia 


84 



Sources : 

"^1 ".n., Intern 6 PosicV:nt, and Population Data ocn^ilod frcn ;^fit:ric<Tn ^fcdical 
A5;:>ociatiai, Distribution of Physicians, 1972, Vol. 1. 

ofestcc^>atinc Physicians - Tricrican Cr,tcoi)athic .^'^sociaticn, Directory of Osteopathic 
P!rj2if i AT.^^^ J^972 . 

5u.S., Kralth, Hducaticn and V.'olfare, T!y^ ^^^^y_ f '^alth *^irpout>r , Fcbniary, 1974. 

ICT: 9/27/74 
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Asscx^iation statistics form the basis for alirost all Federal and other 
studies of this subject. In parfc^ this discrepancy is due to the 
fact that Anerican Medical Association tabulates all medical decrree 
holders viiether or not they are lic3ensed to practice medicine. Thias^ 
AMA includes many inactive physicians as well as interns and resi- 
dents in their statistics. Mairy of these ^ while present in the State ^ 
are not licensed or do not treat patients in New York State. 

Generally^ viien New York State is ranked ccrnparatively, it ocres 
out ahead of all other states. As can be seen frcm Table 2, depending 
Mpon which kinds of physicians are counted^ New York State had between 
193 and 243 physicians per 100^000 popialation. Hcwever^ when New York 
is ranked against the other states / according to the nurtt>ers of 
graduates of United States nedical schools registered in the State ^ it 
falls to seventh place with only 151 United States medical qraduates 
per 100^000 popiolation as ccnpared to California with 188 sudi 
physicians. In addition^ while New York State has granted 13% of the 
MD's awarded in the United States^ it does not receive its "fair share" 
of these graduates^ since only 9% of all United States medical school 
graduates in recent history have ultimately settled in Nev; York 
State (Table 11) . Part of this is no doubt due to a general pecu- 
lation drift to nore rapidly growing states. (Further analysis of 
this issue will be provided in the final report.) The difference is 
conpensated for by graduates of foreign medical schools/ on which New 
Ijfork State has been relying heavily. New York has received more than 
25 percent of the recent annual foreign nodical graduates (FMG) 
migrations into the United States ^ and thus our state is beccming 
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increasingly depenc3ent vpon foreign medical graduates to maintain its 
physician to population ratio, (see Tables 4 to 6 for cotparative statistics 
showing increased dependence of States on foreign medical graduates/ 1959 and 1970.) 

Physician Supply Problems 

On the basis of varioiis models of health care delivery, and 
using other criteria, (vMch will be discussed in much greater detail 
further along in this interim report and in the final report) even 
with New York's high physician to population ratio, there are not 
enoui^. total physicians to meet the requirements for physicians' 
services in N&v York State. Gross State ratios mask needs of areas 
in the State well below average State ratios. 

Physician Maldistribution 

In addition to the total shortage of physicians to population, 
two other kinds of shortages are even more obvious; these both 
result fron maldistribution. The experience in New York State is 
not different from that of the other states and other countries 
exoept, perhaps, in magnitude. Geographic maldistribution is mani- 
fested by a more than tenfold difference between counties in Nfew 
York State in ratio of physicians to population as can be seen from 
.Table 3 and the map; and withirx most of the counties there is probably an 
equivalent range of difference. 

Factors v*iich influence the choice of practice location of phy- 
sicians are not very different fraxi those v*iich inf 3.uence the location 
of other professionals. As one naturally would expect, physicians 
tend to congregate around urban and metropolitan centers v*iere there 
are anple facilities for patient care and referral for all purposes* 
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• Tot lo 3 
DISTRIBUTION OF VmSlClTl^S IKY.S. 
BY OPS RCGia^S 



Rggions 



ropulatian Pcqistercd } Physician per 100,000 Pornilati on 
(000) Pliysicians ' Regian rwJrr^^T 



1972 



1972 



Ulpstate 



Itev York City 



Pate 



}^ See pop fr.cing jwto 

^ fSourco. .J.V,r.. 0?:^; r/^)ulat.io:i rtxUi'ir.d W :ky.S. l>;'lt-h rv:ipt. 1972 count 
^ Poura-J- ItV-i- Vo/l: 5;t.:U^ !''li:ca».3cn )>->irb'^nt FY^nic^t ralif.fi file* 



10/i:)/71 



County 
Range 



vvssuem 


1,372 


2,195 


160 


78 




177 


Genesee-Finger Lakes 


1/090 


1,869 


171 


48 




204 


Southern Tier \fest 


272 


289 


106 


65 




122 


Southern Tier Central 


213 


305 


143 


131 




153 


Black Rivcr/St. La;^7rpna2 


261 


292 


112 


64 




132 


Central. 


762 


1,221 


160 


63 




204 


Southern Tier East 


488 


731 


150 


51 




181 


U^Jper ^iohavk 


329 


467 


142 


73 




160 


LaJce Chaitplain/Lake George 


208 


310 


149 


89 




225 


Vpger I:u±;cn 


942 


1,C00 


171 


61 




294 


Mid-IIiKiscai 


lr830 


4,367 


239 


86 




316 


Nassay/Suffolk 


2,609 


4,769 


183 


135 




223 


Upstate Subtotal 


10,464 ^ 


10,423 


176 


48 




316 



Brorc 


1,462 


2,041 


140 




icings 


2,585 


3,959 


153 


m 


New York 


1,529 


10,401 


680 


m 


Queens 


1,974 


3,497 


177 




Richnoid 


293 


543 


185 


MA 


Ke^ Yorl: City Su3:totc'il 


7,043 


20,441 


261 


140 - 680 


Total Statci 


18,307 


38,864 


212 


48 - 680 
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The itost significant underserved areas of the State lie in the 
sparsely pqDnlated or declining rural areas and ntultiproblem urban 
areas. 

There are studies vfcLch show that the prions influence on v^iere 
a physician elects to settle and practice is the location of his 
internship and residency training, and not vAiere he went to medical 
school or even the comtunity in vvhich he matured, ^e next strongest 
factors in influencing physician distribution are the cliitate of the 
area and the educational, recreation, social and cultural resources 
available there for the family. These are influences over vMdi there 
can be very little control. 

Another strong element in the settlement decision is the pro- 
fessional climate. Are there other physicians available with vdion 
physicians can interact, who can •'badcstcp" thm and are there satis- 
factory hospitals available in vMch their patients can receive 
quality care? Other considerations include the State's tax struc- 
ture, and malpractice insurance premiums (which in this State have 
just increased 93 percent) . 

The criins and decay in urban problem areas render these loca- 
tions not only unattractive to physicians as locations for practice, 
but they are extremely hazardous. Many physicians' offices in these 
areas are kept locked; would-be entrants are screened, and all sorts 
of inconvenient and stifling precautions are taken in order to prevent 
the recurrence of robberies, drug theft, and assault, of both 
patients and physicians. Until these corplex problems are reduced, 
or at least significantly aneliorated, the \it±)an central cores will 
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remain areas in vAiich proper medical care is either not available 
to the extent that it should be, or is provided under the most 
stringent, dangerous, and uipleasant circumstances. 

Sons of the other factors \^diich contribute to the perceived 
shortage of physicians cannot be reflected at this time in traditional 

» 

statistics. More physicians are joining grouap practices and working 
40 hour weeks instead of the 60 or even 80 hour wpsks vMch have been 
traditional for many physicians. Also, more physicians are seeking 
early retirement. 

We knew that there are too many surgeons and not enouc^ 
primary care specialists. We need more family practitioners, pedia-- 
tricians, and internists. The United States has almost the exac± 
reversal of ratios of priirery care physicians to specialists as 
does Great Britain. Nearly all graduates of medical schools in the 
United States will have spent three years in graduate medical educa- 
tion after they have received their medical degrees, serving resi- 
dencies in specialities in vAiich they ultiitately will practice all 
or part tinre. 

The Task Force has inguired of all the American >fedical and 
Osteopathic Specialty Boards about v*iat tiiey are doing, or plan to 
do, to control the numbers of specialists in their fields in order to 
meet the needs of the general population for prdjrary and all other 
specialized care. Scms of the specialty beards have oonducted 
studies in this area, a'd hopefully will be developing criteria for 
the education and training of nurttoers of specialists. However, more 
than half of the Boards ha^;e indicated that the control over numbers 

in their specialty is outside of their function. 

-13- 
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Recjently we have begun to detect a greater interest in 
primary care on the part of nedical students and graduates. In part, 
this can be attributed to the founding of the American Board of Family 
Practice and the American Acadeny of Family Practice, thus providir>g 
a basis for oatparable recognition and training for general and family 
physicians. The shrinking s\:qE)ply of Federal and other research ironies 
has also had an influence in deflecting many physicians from oversxjpplied 
specialties into primary practice. Last year $2 million was ^ropriated 
to continue and esqpand family medicine residency training prograits in New 
York State • Our findings will show that residencies in the primary care 
areas should be e:q>anded by close to 10% which is prdbahly beyond the 
capacity of tliis expropriation. 
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THE POREIOI MEDICAL GRADUATE 



We cannot address the subjec± of adequacy of niedical services 
provided to this State without touching upon the subject of the 
foreign medical graduate (FMG) . 

The Task Force is cognizant of substantial and excellent con- 
tributions to the health of the people of this State and this country, 
provided throu^ the e^qsertise of graduates of foreign medical schools 
who are engaged in msdical practice, in teaching of medical students, 
interns and residents, or who are involved in medical r^^seardi. Many 
such physicians have made outstanding contributions to the United 
States, the world and to their cwn countries after returning to their 
homelands. We readily pay tribute to pl^sicians of that quality, and 
their achievertents . Heaver, these are not the foreion nodical 
graduates who are the subjects of increasing concerri to the general 
public and problems to the hospitals . It is to those vihcxcx we must no^ 
refer* 

Foreign Bom Gradmtes of Foreign Medical Schools 

There has been a sudden and drastic change in the attitude 
of the public toward the role of the foreign medical graduate in the 
delivery of health care in this country, and particularly in this 
State. Public leaders and professionals in this State, the country 
and the world in recent months have begun to exoress concern over 
the irtpact and long range inpli cations of WIG migration, their cumu- 
lative presence in this country, and our increasing dependence on than. 
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Table 4 



NUMBER OF PHYSICIANS LOCATED IN THC UNITED STATES, 
ITS tllRPvlTORIES, OR ON TEMPORARY FOREIGN ASSIGNMENT, 
CLASSIFIED ACCORDING TO WHETHER THEY ARE 
GRADUATES Of U.S. MEDICAL SCHOOLS 
Mid - 1059 





T— 




Graduates of ot*icr than U.S. Schoots 


F:rcenl of 


Location 


ToUl 


Graduates 










Total 


of 


Number of 


of U.S. 










^ Graduated 


Physician} 


Physicians 


Schools 


fctaJ 


Canadian 


Foreign 


School 


from 
Foreign 










Schools 


Schools 


1 f A L n^tu/n 


Schools 


Non-Federal 
















phy)(cians: 
















Alabama 


2,441 


2,409 


ii 


14 


16 


2 


a7 


Arizona 


1 J82 


1,n2 


70 


32 


36 


2 


3.0 


Arkansas 


1,623 


1.568 


55 


7 


4 


44 


a2 


California 


23,605 


21,727 


1.878 


662 


1,214 


2 


5.1 


Colorado 


2,369 


2,479 


90 


21 


63 


6 


2.5 


Connecticut 


4,075 


3,582 




171 


321 


1 


7.9 


Delaware 


521 


476 


45 


16 


29 


0 


S.6 


0. C 


2,527 


2,374 


153 


33 


120 


0 


4.7 


Florida 


5,595 


5,?30 


265 


84 


176 


5 


^« i 


Georgia 


3^00 


3,442 


58 


1 5 


43 


0 


1.2 


Idaho 


572 


563 


A 
7 


7 


2 


0 


a3 


Illinois 


12,477 


10,930 




166 


1,330 


1 


10.7 


Indiana 


4,486 


4,368 


1 i o 


35 


83 


0 


1.9 


Iowa 


2,728 


2,625 


1 u^ 


Jo 


74 


1 


2.7 


Kansas 


2,224 


2,160 




A** 


Aft 

40 


0 


1.8 


Kentucky 


2,638 


2,580 


JO 


1 3 


42 


3 


1.6 


Louisiana 


3,493 


3,459 


34 


27 


7 


0 


a2 


Maine 


976 


802 


174 


100 


74 


0 


7.6 


Maryland 


4,018 


3,61(8 


4UU 


86 


314 


0 


7.8 


Massachusetti 


8,910 


8,206 


7Aj1 


322 


369 


24 


4.1 


Michigan 


8,482 


7,722 


rDU 




?30 


0 


2.7 


Minnesota 


4,463 


4,192 


971 
1 


1 44 


1 25 


2 


3.8 


Mississippi 


1,649 


1,607 


A'i 
4^ 


1 1 


12 


1 9 


a7 


Missouri 


4,835 


4,669 


1C£ 


4 1 


1 23 


2 


2.5 


Montana 


629 


615 


1^ 


lU 


4 


0 


a6 


Neoraska 


1,520 


1,503 


i / 


5 


1 2 


0 


0.8 


Nevada 


282 


259 


i3 


16 


6 


1 


2.1 


New Hampshire 


783 


658 


1 25 


91 


34 


0 


4.3 


New jersey 


7,133 


6,169 




155 


807 


2 


n.3 


New Mexico 


693 


656 


37 


1 1 


24 


2 


3.5 


New York 


31,652 


24,665 


6,987 


1,062 


5,925 


0 


18.7 


North Carolina 


4,142 


4,045 


97 


45 


49 


3 


l.V 


North Dakota 


499 


410 


89 


61 


28 


0 




Ohio 


11,242 


10.187 


1 ,055 


752 


803 


0 


7.1 


Oklahoma 


2,191 


3,153 


38 


13 


13 


12 


0.6 


Oregon 


2,236 


2,189 


47 


33 


12 


2 


0.5 


Pennsylvania 


14,818 


14,254 


564 


241 


322 


1 


2.2 


Rhode IsJand 


1.044 


858 


1 86 


53 


133 


0 


12.7 


South Carolina 


1,810 


1,801 


,9 


2 


7 


0 


0.4 


5outh Dakota 


481 


432 


49 


7 


42 


0 


8.7 


Tennessee 


3,581 


3,504 


11 




35 


22 


1.0 


Texas 


9,232 


8,938 


344 


61 


233 


50 


2.5 


Utah 


1 ,081 


1,062 


19 


13 


6 


0 


0.6 


Vermont 


575 


530 


45 


34 


10 


1 


1.7 


Virginia 


3,910 


3.675 


235 


44 


191 


0 


4.9 


Washington 


3,430 


3,195 


23r 


140 


94 


1 


2.7 


West V -^inla 


1,633 


1,577* 


<i 

D 1 


Al 


38 


2 


2.3 


Wisconsin 


4,059 


3.941 


118 


36 


80 


2 


2.0 


Wyoming 


270 


266 


4 


2 


2 


0 


0.7 


Alaska 


" 109 


7 


1 


5 


1 


4.6 




Hawaii 


620 


558 


62 


19 


42 


1 


6.8 


Puerto Rico 


1,059 


801 


253 


1C 


247 


1 


23.3 


U.S. Ter.'itories 


134 


110 


24 


2 


22 


0 


16.4 


Foreign countries 


1.719 


1.415 


304 


137 


165 


2 


9.6 


Unknown location 


1,306 


1.104 


202 


37 


135 


30 


ia3 


Federal physicians 


17.519 


16.540 


979 


198 


731 


0 


4.5 


All physicians 


241,036 


220,222 


20,814 


5,421 


15,154 


239 


6.3 
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5oyrct: Willu»n H. Stevari and Mirylar^d Pennel, ftejUh Manpower Source 
Book, Hedicot School A/umni, PuN'c Health Service Publication No. 
263, Section 1 1, Washington, D.C., 1961, Table 1 
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Table 5 

PHYSICIANS IN THE U.S. BY STATE OF PRACTICE 
AND COUNTRY OF GRAOUATION 
December 31, 1970 



Country of Graduation 



State 


(100.0%) 


Number 


Per Cent 


Total 


334,028 


270.637 


81.0 


Alabama 


3,377 


3.219 


95.3 


Alaska 


324 


303 


93.5 


Arizona 


2.938 


2.608 


88 8 


Arkansas 


1.955 


1.924 


98.4 


Califorr^ia 


41.640 


37.476 


90.0 


Colorado 


4.386 


4.076 




Connecticut 


6.072 


4.617 


76.0 


Doldwarc 


too 






District of Columbia 


4.073 


3.253 


79.9 


Florida 


11.451 


9.513 


83.1 


Georgia 


5.546 


5.088 


91.7 


Hawaii 


1.235 


999 


80.9 


Idaho 


718 


697 


97.1 


Illinois 


16.323 


11.608 


71.1 


Indiana 


5.470 


4.954 


906 


Iowa 


3.061 


2.708 


88 5 


Kansas 


2.910 


2.582 


88.7 


Kentucky 


3 560 




no 7 


Louisiana 


4!768 


» $.476 


92.9 


Maine 


1.186 


903 


76.1 


Maryland 


9.518 


7.140 


75.0 


Massachusetts 


12.576 


10.227 


81.3 


Michigan 


11.364 


8.559 


75.3 


Minnesota 


6.145 


5.303 


86.3 


Mississippi 


2.077 


2.C01 


96.3 


Missouri 


6.314 


5.283 


83 7 


Montana 


787 


743 


94.4 




1 855 


1 777 


95.8 


Nevada 


'595 


557 


93 6 


New Hampshire 


1.098 


857 


78.1 


New Jersey 


10.923 


7.565 


69.3 


New Mexico 


1 390 


1 24? 


QQ A 


New York 


44!eoo 


27.'795 


62.0 


North Carolina 


6.069 


5.696 


93.9 


North Dakota 


660 


528 


80.0 


Ohio 


14.740 


10.996 


74 6 


Oklahoma 


2.899 


2.775 


95.7 


Oregon 


3.181 


2.081 


93.7 


Pennsylvania 
Rhou*? Inland 


18.712 


15.779 


84.3 


1.638 


1.084 


66.2 


South Carolina 


2.670 


2.560 


95 9 


South Dakota 


629 


556 


88.-1 


Tennessee . 


5.022 


4.698 


93.5 


Texas 


14.952 


13.307 


89 0 


Utah 


1.569 


1.500 


96.1 


Vermont 


868 


756 


87.1 


Virginia 


6.552 


• 5.588 


85 4 


Washington 


5.562 


4 939 


88 8 


West Virginia 


1.946 


1.465 


75.3 


Wisconsin 


S.588 


4 893 


87.6 


Wyoming 


364 


346 


95 1 


Possessions 


2.83G 


1.412 


49 8 


APO-FPO 


3.149 


2.91? 


92.5 


Artdress Unknown 


3.204 


2.070 


64 6 



Total United States Foreign Caneda 



Number P er Cent Number Per Cont 

57.217 17.1 6.174 1.8 

147 4.4 11 0.3 

17 5.2 4 1.2 

282 9.6 48 1.6 

25 1.3 6 0.3 

2,980 7.2 1.134 2.8 

259 5.9 51 1.2 

1.267 20.9 180 3.1 

217 27.7 23 19 

778 19.1 4U 1,0 

1.769 15.4 169 1.5 

434 7.8 24 0.4 

203 16.4 33 2.7 

11 1.5 10 1.4 

4.542 27.8 173 1.1 

473 8.6 43 0.8 

323 10.6 30 1.0 

299 10.3 29 1.0 

346 9.7 22 0.6 

261 5.5 31 0.7 

174 14.7 109 9.2 

2.249 23.6 129 1.4 

1,993 15.9 351 2.8 

2.376 20.9 429 3.8 

645 10.5 197 3.2 

67 3.2 9 0.4 

982 15.6 49 0.8 

30 3.8 14 1.8 

70 3.8 8 0.4 

14 2.4 » 24 4.0 

145 13.2 96 8.7 

3.224 29.5 134 1.2 

127 9.1 21 1.5 

15.946 35.6 1.059 2.4 

311 S.I 62 1.0 

91 13.8 41 6.2 

3.£16 23.9 228 1.5 

105 3.6 19 0.7 

141 4.4 59 1.9 

2.710 14.5 223 1.2 

495 30.2 59 3 6 

99 3.7 11 0 4 

70 11.1 3 0.5 
306 6.1 18 0 4 

1.540 10.3 105 0.7 

43 2.7 18 1.1 

71 8 2 41 4.7 
836 13.7 68 1.0 
429 7.7 194 3.5 
463 23.8 18 0.9 
642 11.5 53 0.9 

13 36 5 1 4 

1.414 49 9 10 0.4 

204 6 5 33 1 0 

978 30 5 156 4 9 



Note: Percentages may not add due to rounding. 



Source: Haug, J,N,; Roback, G.A.; and Martin, B.C. Distribution of 
Physicians in the United States » 1970« Chicago, American 
^Med ical Association, I97U 
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Tfus iss'^^ has heen highlighted in the popular press (x\ several 
ocx3sims in tl-ie last six montlis. The chief axicems are over the 
cur.ulativ'G problens tl)at have resulted fran tlie increasing nresenoe of 
foreign nv^Iical graduates, especially those foreign lx)m and reared, 
vAio liave ooTve to this country for graduate training and education. 

Graduates of foreign medical schools have played an increasingly 
major role in tlie deli\ery of healtli care in recent years. The number 
of foreign nysdical g::aduates in tlie LYiited States nearly ouadrupled 
betaveen 1959 and 1972, increasing fron 15,000 to 57,000 (cor^Daring 
Tables 4 and 5)1 In 1972, Ft^'s coistituted 17% of t]ie total imited 
States physician population and 23% of the registered pliysicians in 
Ilei>7 York State, v.dth an estimted range of I^K's frcm 7% to 47% of total 
regiotered physicians among counties in York. In 1972, FTK's con- 
stituted aLxist half /of the nev; licentiates in tlie t,Yiited States (Table 6) 
and in 1972, for tlie first tiine, the num!:er of nr^'s enterina tlio nnited 
States either as iirmigrants or as e>:cliange visitors exceeded the number 
of United States medical scliool graduates. VSiile in 1972 United States 
medical sdiools graduated 9, COO students, 11,400 P-r/s entered the 
United States.^ 

r/c^'ii began cordng Lntc tJic United States in sicnificai^t 
numbers after ^forld War II. In an effort to fill tlieir intems!;ip 
and resideno/ rx^sitions, and at the sa[ro timi to meet tiicir staff ina 
needs, Rr/s v.^ere actively recruited by tlr^ }'^si)itels. Trie uiflux of 
PIG'S accelerated after 1965. At that time, Conarosc; aVoiished the origin 
quotas for irroicrration and insHtuto-l a s^/st.r o^^ nrefer--^-^ '.itln 

1 prc-vioixslv notoL counts all n »o r..K, 
pnysicians ai^e in Task ^orce counte '?uJ on"v- * ?r T i ^^'^-^^-^^^ 
'^urvpv r-'nrn > -.1^ j^^^jj^j>iinzs. .nos our 23%, calculaued -^ror 
survey caLa. xs .elav the estimate of r-ri'.c, Ic^. York on Tal:ieT 

" ^^£-§}S!2£LJ^^ op. cit. . » .83. 



Table 6 NEW LICENTIATES 
REPRESENTING ADDITIONS TO THE MEDICAL PROFESSION. 1950-1972 



Year 



1950 
1951 
1952 
1953 
1954 
1955 
1956 

1957 
1958 
1959 
1960 
1961 
1962 
1963 

1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 



New U.S. & 

Canadian 
Licentiates 



5,694 
5,823 
6,316 
6,591 
7,145 
6,830 
6,611 

6,441 
6,643 
6,643 
6,611 
6,443 
6,648 
6,832 

6,605 
7,619 
7,217 
7,267 
7,581 
7,671 
8,016 
7,943 
7,815 



New Foreign- 
Trained Medical 
Licentiates 



P»S. Bom Total 



n/a 
n/a 
n/a 
n/a 
n/a 
n/a 
n/a 

212 
284 
366 
386 
468 
201 
395 

200 
411 
252 
279 
235 
179 
198 
n/a 
n/a 



308 
450 
569 
685 
772 
907 
852 

1,014 
1,166 
1,626 
1,419 
1,580 
1,357 
1,451 

1,306 
1,528 
1,634 
2,157 
"2,185 
2,307 
3,016 
4,314 
6,661 



Total New 
Medical 
Licentiates 



6,002 



i.273 
6,b85 
7,276 
7,917 
7,737 
7,463 

7,455 
7,809 
8,269 
3,030 
8,023 
8,005 
8,283 

7,911 ' 
9,147 
8,851 
9,424 
9,766 
9,978 
11,032 
12,257 ■ 
14,476 



Percentage 
of New Med. 
Licentiates 
Attributable 
to Foreign- 
Trained 
Physicians 



5.1 
7.2 
8.3 
9.4 
9.8 
11.7 
11.4 

13.6 
14.9 
19.7 
17.7 
19.7 
17.0 
17.5 

16.5 
16.7 
18.5 
22.9 
22.4 
23.1 
27.3 
35.2 
46.0 



Source: "Medical Licensure Statistics." J ournal of the .Wrican 
Medical Association. 216 (1971), 220 (1972), 225 (1973) 
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priority assigned to professions in sb.ort supply, and physicdans 
were assigned a hi^ prioril^. 

We have ocrtpared the incidenoe of foreign medical school 
graduates evaluated for licensure in New York State in 1966 with 
those evaluated in 1971, by area of origin. In 1966, 58 percent 
cane from European and English speaking ooimtries where the quality of 
nedical education more nearly approximates that offered in the 
United States. Since that time there has been a major sliift. In 
1971, we had 85 percent migrating fron countries where cultural and 
sociological standards are vastly different fron those in the United 
States, and less than 15 percent fron European and English speaking 
countries . 

New York Law, in accord with the policy of professional 
organizations responsible for maintaining the quality of graduate 
nedical education, requires such physicians to obtain a stajidard 
certificate of the Educational Council for Foreign Ifedical Graduates 
(ECEW) prior to entering approved training programs. Many foreign 
medical graduates are unable to pass the ECFM3 examination (neces- 
sary for ECFl^ certification) , or do so only after several attenpts, 
although in scc^ of medical knwled^ required, it equates at about 
the level that a beginning senior medical student in the United 
States would be expected to possess. 

Part of the FMS's difficulty lies in inadequacies in their 
written and spoken English cantrunication abilities. Other problems 
are related directly to rjualily of their nodical education. Most 
frequently theirs is not ccnparable to that offered in the United 
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states, because of severe deficiencies in clinical training and 
experience . Iheir ooinnunication pr(±>lems , corparative inadequacy of 
their msdical education, cultural differences {^ich becore apparent 
in their attitvdes towards patients) , and frequently their stringent 
financial circuntBtances , all catise enorniDUS frustrations and serious 
* difficulties for the institutions which enplqy them* 

The increasing numbers of FMS's arriving ar^ually in this 
country have been partly our own fault. United States iredical 
schools have not sipplied enou<^ graduates to fill the needs of 
hospitals, and consequently the hospitals have had to develop 
training programs and accept or recruit foreign medical grad^oates 
in order to offer the necessary staff services to their patients* 
While this move was spearheaded by mental hygiene, correctional 
and other municipal institutions with limited resources, it has 
spread to a point where the presence of FMS's has becare px±>licly 
visible and unacceptable. 

Although the graduate training programs (internships and 
residencies) under the direction of the medical schools are excel- 
lent and even superior in sane instances, there are trainina programs 
in XKai-af filiated institutions v/hich, as educational experiences, 
leave a great deal to be desired. In the latter, FMG's are employed 
primarily as house physicians to render care to patients, and are 
not provided with appropriate education that is relevant to the 
needs and capacity of their native countries; nor frequently is it 
of an acceptable quality. These less desirable proqrams are beina 
phased out because of both professional and eccnatdc pressures. 
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(tesidencdes no longer provide the labor bargains for the hospitals v*iich 
they did when house staff salaries were 5% or less of their current 
levels.) 

Because this has becone such an important national issue, 
and because sane foreign nations are beginning to voice resentment 
over the brain-drain by develqped countries (mainly the United States) , 
they have begun to irihibit or prevent the migration of physicians 
to this country. The Task Force thus expec±s that the supply of 
foreign medical graduates will be diminished substantially over the next 
decade. 

A sudden prohibition against the iimdgration of foreicm 
physicians would be a major catastrophe to this country. 

As the nuiribers of United States medical graduates increase, 
due to past, present, and projected expansion in enrollmsnt of 
United States' medical schools, the non-exceptional foreign n^ical 
graduate will gradually be replaced; the quality of medical care de- 
livered will be inproved, and the concerns of the public over this 
issue will have been eased. Between countries it is mutually 
advantageous to have sons exchange of physicians, and our reocm- 
mendations are not designed to preclude such activity. Havever, to 
continue to recruit and accept physicians fran countries v/here 
health standards are far Icwer than in the United States, is uncon- 
scionable, unethical, and should not be continued, even if it had no 
inpact on the quality of care available ij: the U.S. 



United States Bom Foreign ftedical Students 

Reliable figures on the numbers of United States students v^io are 
studying medicine outside this country and Canada are extremely difficult 
to obtain* The best available estinnates of the total nunbers of such 
students fall bet^^en 3,800 and 6,000 for the year 1971-72 • It has been 
^ estimated that of the 3,000 to 6,000 United States students v^io are 

studying abroad, betx^feen 25 and 50 percexit are from Nev; York State* 

In 1972, the Association of ?inerican r^sdical Colleges estiinated 
that 22,000 Qualified applicants to Ainerican it^lical schools vere not 
admitted to schools in this country. Many of these then sought their 
medical education abroad* 

The bulk of ;^rican radical students studyina in other countries 
do so in rfexioo (mostly at the Autoncma Uhiversidad de Guadalajara) and 
at medical schools in France and Italy* Small numbers of Ainericans are 
enrolled in medical institutions throughout other countries of Vfestem 
Eurcpe. Althorigh sane receive excellent nedical instractidn, it is 
apparent frcm scores on examinations that the education many detain is 
deficient \^ien ccrpared with that available in the United States or 
Canadian medical schools. At the present tiro such incUviduals enter 
the main stream of American medicine by one of tliree routes: 
(1) Traditional : By earning a Doctor of Jfedicine dearee (or its 

equivalent) fron a foreign school and full licensure in the country 
of medical education, then obtaining the standard certificate of 
tlie Educational Council for Foreign ^fedical Graduates, and then 
serving in an approved internship and/or residency, and finally 
by passing tlie licensing examination- 
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(2) OOTEWNS: By passing Part I of the examination of the 
National Board after tMo years of pre-clinical necJical school 
instruction abroad, applying throu^ the OOfnWNS (Co- 
ordinated Transfer) Program of the Association of Airerican 
Medical Colleges, and then being accepted by one of the 
United Stated medical schools into their clinical program 
(typically the third year of medical school) thus earning an 
American medical degree, and then passing the licensing 
examination • 

(3) Fifth Pathw^: By oatpleting all requirements of the foreign 
medical school for the Doctor of Medicine degree or it^ 
equivalent (vdth the exception of any internship and/or 
social service requirements) , by earning an acceptable 
score on either the ECEMS examination or Part I of the 
National Board examin/.\tions , and by being accepted into, and 
satisfactorily caipleting, an academic year of sv^Dervised 
clinical training \rK3er the direction of a United States 
medical school "Fifth Pathway" program, and then by passing 
the licensing examination, 

Exparsion and ijtprovement of the opportunities for United 
Slzates students enrolled in foreign nedical schools to return to 
this country (e.g. , under OOTRANS and Fifth Pathway Prograits) , and 
to ccnplete their medical education here^ will inprove the quality 
of their education to mare nearly eqiaate with an American medical 
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education. However, it mist be clearly recognized that such efforts 
only encourage larger nuirbers of United States citizens to seek 
medical education abroad. Because of the increasing Uhited States 
student pressures on foreign medical schools and for other reasons, 
the nurrber of places available to United States students has been 
reduced substantially in sche countries and catpletely eliminated 
in others. This is necessary to reserve sufficient places for the 
foreign countries' students needs arxi to conserve their supply of 
domestic physicians. 
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MEDICAL SCHOOLS IN NEW YORK STATE 



There are currently twelve medical schools in New York State. 
- Of these, four are part of the State University of New York and elegit 
are private. (They are identified on Table 7 witli enrollment and 
graduate statistics.) With the exception of SONY at Stony Brook, which 
began as a "public" school (with its first class entering in 1971) , 
all of the medical schools in New York State had their beginnings as pri- 
vate nedical sdiools. A oarparison between graduates of New York 
State schools and United States schools is arrav^ed on Table 8. 

New York Medical Schools Catpared to United States Schools 

Nationally, the mixture of public and private schools is quite 
different. Of the 112 medical schools operational in 1972-73, 48 were 
private and 6^ public. However, nationwide 44% of the entering class 
in 1972 were enrolled in private schools. By contrast, in New York 
State the eight private schools enrolled 66% of the 1972 entering class. 
This is the result of the long history of private nedical education 
in the State and the more recent developnent of the SUNY system. The 
resultant oonstellatu.on of State and private schools represents a 
major resource in terms of education, (12% of all first year places 
in the country) , service and research. All medical schools have a 
vital inpact nationally, as well as in the State and in the local 
areas vdiere they are located. The developnent of high quality nedical 
schools nationally and in New York State has been linked closely to 
major population centers, since the teaching of clinical medicine 
requires access to a wide range of facilities for the treatment of 
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TABLE 8 



Muntoers of Graduates f ran Schools in Itew York State Catpared 
■to tJurrbers of Graduates froro Msdical Schools in the Uhited States 

Selected Years—Actual and Pro;iected 



, , . „ Number of ^fedical ifew York State as a 

_ Acadeinic Year School Graduates Percentage of U.S. 



Actual 



U.S.^ N.Y.2 



13.3% 

12.7 

13.1 

12.9 

11.8 



1960-61 6,994 928 

1965-66 7,574 955 

1970-71 8,974 1,179 

•^971-72 9,551 ^^229 

1972-73 10,391 1,232 

Estimated 

^I'Lj-li 10,744 1,456 13.6% 

■^980-81 14,13G 1,629 11. 5 



Sources: 

■Hjnited States Actual Graduates (1960-73) fron JAMA , NOveniaer, 

1973. Vol. 226, No. 8. "tfedical Education", r^int. ' 

U.S. Estimates-Basic Projection, Page 71 (1973-4 to 1980-81) from 
U.S. Department of Health, Education, and Wslfare, Division of 
Mar^xwer Intelligence, The Siroily of Health Manpower , Efebruary, 

1974. (Prepublication editic^) . 

2 

Actual - Sum of Individual School Estimates fron Part II of Liaison 
Ccmnittee on Medical Education Annual tfedical Sdiool Questionnaire . 
1972-73. 

10/21/74 



Table 7 Footnotes 

Isouroe: Reports of Individual Schools to SED, and Part II Liaison 
Ccnnittee. . . Questionnaires. 

2 

Affiliated with CUNY but financially autonorDus and self-sv^jporting 
under its cwn Board of Trustees. 



hospitalized and airbulatory patients. Thus, it is not surprising 
that the largest aggregation of medical schools ia this State is in 
the New York City rnetrqwlitan area, and that those located outside 
that area are situated in other larger urban concentrations having 
both the necessary population density and clinical facilities to 
neet educational requirements. The medical schools outside New York 
CitY are fortuitously dispersed in a way that provides easy access 
fron most areas, leaving only two urban regions (centered in Bing^ 
hamton and Utica) , the sparsely populated northern and southern tier 
regions, plus the central Hudson valley without medical schools. 

Clinical Relationships - Hospitals and Medical Schools 

Although the numbers of hospitals and hospital beds (Table 9) 
give some indication of the potential of a vital conponent of the 
medical education environnent, ttey do not tell the whole story. The 
development of teaching hospitals, suitable for the whole spectrum of 
medical education, depends on many factors which require strong 
oomrdtments of personnel and funds, both by the schools and i'he 
hospitals, and a determination by both to create the kind of edu- 
cational environnent necessary for the education of phi^sicians and 
other health professionals. 

Close alliances between medical schools and their major 
teaching hospitals have made modem health sciences centers. These, 
together with affiliations with other hospitals and facilities, 
sonetimes at somg distance from the centers, though often less closely 
knit, play an iitportant role in some part of the undergraduate and 
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:w Yonc STAii: ♦tdical saiooi5 

OJiJIGU PTi-OUraiS BY OPS T^iaJ, 1972 



OPS 1^<ACin 


Population^ 
(COO) 


Jtedical Schools 


iiosi^irais 


I^umbcr 


liurolliTcnt 
Ceainnim'72 




Heels 


i* Wlul 

Approved 

Graduate^ 

ProcTFcims'^ 


t of 
Ist yr. 
rrni- ^ 
dcnci*^! 


I4>stoto 
















Ikistem 


1,372 


1 


.506 


24 


6,636 


13 


202 


Genesee-Finger Lakes 


1,090 


1 


366 


22 


3,562 


6 


205 


Southern Her V?est 


272 


0 


0 


11 


1,192 


0 


0 


Southern Tier Central 


213 


0 


0 


7 


1,059 


0 


0 


Blade River/St.LcRvTTenoe 


261 


0 


0 


14 


1,419 


0 


0 


Ccsntral 


762 


1 


464 


13 


2,572 


2 


120 


Southern Tier East 


488 


0 


0 


15 


2,227 


3 


33 


H^per Mohav^k 


329 


0 


0 


9 


1,316 


1 


9 


Lake Chanplain/Lake George 208 


0 


0 


9 


1,023 


0 


0 


Vpper Hvdson 


942 


1 


382 


21 


4,025 


6 


102 


Mid-Hudiscn 


1,830 


0 


0 


46 


C,0G1 


15 


71 


Wassau/Suffolk 


2,609 


1 


48 


30 


7,113 


7 


273 


Subtotal Ut>state 


10,464^ 


5 


1,766 


221 


40,205 


53 1. 


C15 


New York City 
















Bronx 


1,462 


1 


532 


19 


5,853 


11 


NA 


Kings 


2,585 


1 


829 


37 


11,035 


19 


NA 


New York 


1,529 


5 


2,323 


45 


18,661 


28 


NA 


Queens 


1,974 


0 


0 


21 


6,866 




NA 


Richmcnd 


293 


0 


0 


4 


911 


3 




S.ibtoial tto-; York City 


7,843 


7 


3,684 


126 


43,326 


69 2, 


491 


Total York State 


18,307 


12 


5,450 


347 


83,531 


122 3,506 



^ op:; data niodificd W Koaltli D^rvirtnont ccnr.us 

2 no-;p.ital data Uid nurN^r Jcdr; con ilea ^ran tJ.Y.S. Di-jxnrtrcnt of Hoaltli, 
n-tlt:i ^:\ci3i_tifr. nin^cj^^^^ Vol. 1. 

T;5c3uc>)r» pr.v{:?)iatric rcr.ic^enci(''s and nnvrrnr.'^'. in state irrTitil hospitnj'i vSione 
Jodr» arc »^ct inf:hh]od in t'X^ colini in \^\ic'\ n\T±cirs Icd-^ ajT^ tabulated. 
^ iMcluVr; jni5til\itional j)o:>\i]ntion not incluT.od in nxiicnp.l lotnls. 
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graduate education process and the developrent of hi^ quality pro- 
fessional and patient care resources. Not infrequently "minor" 
affiliations develop, over the years, into major alliances. Thus, 
a hospital affiliated vdth a msdical school, largely in relation to 
graduate (intern and resident) training, develops such a strong educa- 
tional program that the next step is the formation of a major alliance. 

Detailed information on and analysis of the needs for medical 
school-hospital affiliation and graduate msdical education will be 
available in the final report. 
Fiscal- History and Prospects 

In recent years, especially in the 1960 's, funds have flown 
freely for innovation but rarely for long term iitplenentation. This 
has led the schools into a most uneasy situation exacerbated by the 
current national econanic situation with rising costs, shrinking 
endowments and the resultant retrenchments now in progress in both the 
public and private sectors, when the effects of inflation and the 
erosion of endownents (both by depreciation and the necessity for • 
invasion of endowment funds ej^ienoed hy sane schools) are added 
to the previous inconsistencies of funding, unease in the nedical 
schools has moved to acute anxiety. Preliminary analyses suggest 
that without major changes in funding there is a pobmtial for total 
econanic collapse in most, if not all, of the eight New York State 
private medical schools by 1985. Cotparable fiscal and program 
statistics for all of the medical schools even in this State are 
not available new. Although the Task Force beUeves this is an 
extremely critical issue, since we cannot afford to reduce or lose 
any of these twelve institutions, further elaboration must be 
included in the final report along with substantiation, detailed 
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analyses and proposals based on oonparable and nationally acceptable 
methodology, 

costs of Msdical Education 

Although there have been a number of studies and estiitates^ 
no one really kncws hew iruch it costs to educate* a msdical student^ 
because no two msdical schools budget in the same manner and no 
t-^ro schools have the same program mix or administrative cliitate* 
The education of medical students generally represents less than one 
half the net costs of ths medical schools; therefore^ this has been 
an area viiich has defied uniform analysis. (Medical schools are 
responsible also for the education of the allied health professionals^ 
graduate students, undergraduate students and, scmetimes, dental 
students and nursing students, in addition to their researdi, 
ccmrunity efforts, patient care, and other responsibilities •) 

Institute of Medicine Stidy - United States and New York State 

The Institute of Medicine (lOM) of the National Acadeny of 

Sciences recently conclvded a -b/o year study as a result of a 

Congressional mandate, which included a ooiprehensive analysis of the 

cost of educating major hecilth professionals including physicians. 

Fourteen medical schools across the country including one from New 

York ccrtposed their sanple. While the lOM found the annual educational 

cx)st range to be between $7,000 and $19,000, an Association of American 

Medical Colleges study released earlier indicated costs of i:qp to $25,000 
per student per year. 

■'- VJhile progran cost statistics are availalilo, tliero is not uniform 
agreement concemina v^iich clGments should be allocatcc' to tlie cost 
of instructina an individual student. 
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Ihe four SUNY medical schools, under contract with the sane 
firm vdiich collected data for the ICM study began conducting a similar 
study using the lOM methodology in the late spring of 1974. That 
study will be oaipleted by Noventer, 1974, and the results will be 
nade available presumably before the end of this year. 

Because of the spread in costs found by earlier studies, and 
because of the diverse nature of the ts^«lve medical schools in this 
State, the eight private msdical schools and all four dental schools 
ware asked to participate in an identical study under contract with 
the same firm engaged in the SUNY project. 

The Task Force believes that only with specific data fran 
our own medical schools can rational and fiscally responsible proposals 
and requests be made for legislative consideration and action. The 
necessity for such a cost analysis is particularly critical in light 
of shrinking Federal resources and the controversy at the Federal and 
State levels concerning the appropriate funding of nedical education. 

The final data from the study of medical schools in New York 
State will be available, we are told, saiEtime early in 1975. This 
project is costing each institution an average of $25,000 in consul- 
tant fees plus an estimated equivalent amount of local effort. 

The study will also shed light on the costs of graduate medical 
education, which we hope, will enable us to make reccmiendations 
concerning the financing of internships and residencies. 

The Task Force is most mindful of the extremsly limited 
resources available and kncws that traditional medical schools are 
probably the most expensive to develop. Therefore, after the financial 
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and program data cccve in fron this study, we will make reoonmarida- 
tions cxDnoeming ways in which medical education resources in the 
State may be increased most rapidly aid irost econanically v*iile still 
preserving the high quality that exists in this State, and the final report 
of the Task Force will contain all of this pertinent information frcr-- 
the lOM Study. 

E3^)ansion of Undergraduate Medical Education 

Beginning in the second Talf of the last decade, a massive 
program of expansion of undergraduate iredical education (M.D.) v;cis under-- 
taken in the United States. During that decade, a nimber of public 
and private ocnmissions had reached the conclusion that a physician 
shortage existed^ a point of view vMch came into public focus as 
a resxalt of the na^/ demands i:pon the health delivery system conse- 
quent to the passage of the medicare act. Stiimilated and aided by 
financial support from federal and state governments, public and 
private medical schools began to increase their enrollnents, and 
new schools developed and began operation. In that period there was 
a national avera93 annual increase in medical school places of 1.5% 
(1 .3% per year in New York State) . 

During the period between the academic years 1966-67 and 
1972-73, first year enrolljnent in medical schools in the United 
States increased fron almost 9,000 to almost 14,000, a' 56% increase. 
(In that same period. New Yorlc State first year enrollment increased 

» 

fron 1120 to 1501, a 34% increase.) By 1977-78, according to current 
estimates, this figure will be greater than 15,500, a nationwide 
increase of about 73% over 1966-67. 
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The e5?)ansian of public medical education in the nation has 
been nore extensive than private, thou^ both sectors have made 
major contributions to the total. The following figures sumrarize 
the sitxaation: 

TABLE 10 

Ccrtparison Between New York and United States 
Public and Private Medical Schools 

Public tfedical Schools Private ffedical Schools 





Nunfcer of 


First Year 


Nurrber of 


First Year 




Schools 


Enrollment* 


Schools 


Enrollment* 




U.S. 


NYS 


US 


NYS 


U.S. 


NYS 


U.S. NYS 


1966-67 


46 


3 


4,830 


416 


43 


7 


4,134 704 


1972-73 


64 


4 


7,521 


501 


48 


8 


5,939 1000 


Increase 


18 


1 


2,691 


85 


5 


1 


1,805 296 


Percent 
Increase 


39% 


33% 


56% 


20% 


12% 


14% 


44% 42% 



Footnote: *In ai^ ocnpilation of enrollment figures, 

differences of 1 to 2% are ocottoi, resulting 
fron the fact that time of reporting varies 
from surv^ to survey. 

The expansion of enrollmsnt in New York State is being 
acooitplished at a similar rate and pattern to that in the United 
States; it involves the existing schools as well as the two new 
schools, one public and one private. 

An inportant factor in the over-all result was a decision 
by the State to contract with private schools to \andertake a major 
expansion. Contracts were written between the State University and 
the schools providing for the support of these programs in the amount 
of $6,000 for each additional student enrolled, over the average 
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nuntoer of stuc3ents enrolled during the years 1961-66, to a maxiimm of 
25 students per class in each school for five years beginning in 
1967-68. In addition to this sv?)port of operational costs, matching 
capital funds for expansion of facilities were made available 
according to a formula that made available between two and five 
million dollars in State aid monies for coital e:q>ansion for each 
private school depending on student capacity. 

These contracts (vMch were transferred to the State Educa- 
tion Department by legislative action in 1973) were due to expire 
at the end of the 1973-74 academic year, but legislation reccimiended 
ty the Regents in 1974 extended operational svjjport for an additional 
year and authorized continuation of entitlement to construction fxmds 
for schools vAiich had previously been unable to make full use of this 
provision of the contracts. 

In recornnending extension of contractual aid, the Governor 
stressed the interim nature of this action in anticipation of 
recommendations by the Regents' Task Force for a more permanent 
formula for State aid to the private schools. (In addition to 
si:i>port \arider the contracts, the State currently provides fiscal 
si:ipport to the schools through two other major programs: Bund/ 
si:?)port at the rate of $3,000 for eadi M.D. awarded and capitation 
payiT^ts at the rate of $1,500 for each student enrolled exclusive of 
those covered in the expansion contracts with appropriate inflation 
for students enrolled in time shortened programs. The law enacted 
in 1974, upon Regents reccffrriendation; authorized the increase of 
c^itatibn awards to $2,500 for students iii the third and fou2±h year 
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classes to encx)urage e:q)aiision by enrolling more upper-division 
transfer students.) 

Althou^ the expansion of enrollment in the three previously 
existing medical schools in the SUNY system has been less extensive 
than that in the seven existing private schools, the State made a 
large oonroitaent to increase the public school role by establishment 
of the canpus at Stony Brook. The medical school at Story Brook is 
still in the process of development, and ^ropriate funding of that 
school and the three older SUNY schools will permit realization of 
the vitally needed full potential of each of the medical schools 
in the State University system. 

As plans are developed to increase itedical" school capacity, 

adequate furding for capital and operating programs will have to be 

provided. Preliminary analyses suggest that none of the twelve 

schools iin the State can e35>and their enrollments even up to projected 

levels (Tables 7 and 13) without additional fvinding. Again 

intelligent recomnendations based on detailed analyses can only be 

developed using information that will not beocxtie available until after 

the cost study is conpiled. Long term planning for medical school 

financing requires solid bases and oontinuity. We hope the data in 

our final report will provide the foundation for proper planning. 

E^^ansion of Enrollitent in tfedical Schools in New York State in 
Relation to National Expansion." 

Although the percent increase in medical school enrollment in 

New York State has been, and is, anticipated to continue to be seme- 

vAiat belav that of the national total, this must be viewed in the 

context of the position of New York State at the time the expansion 
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began. Thus, in 1966-57, the first year enrolliient of the schools in 
New York constituted 12.5% of the national total (at a time v*ien 
the population of Mr*/ York State was approximately 9% of that of the na- 
tion) • The fact that New York's share of first year enrollitent has 
fallen to proximately 11% reflects in large iieasure the efforts 
by states vAiose starting position was of far lower order than that of 
New York and ty those v^iich hitherto had had no medical school at all. 

It is, of course, obvious that the major effect of the 
enrollment e:5)ansion both in New York State and in the nation as a 
vAiole has yet to make iitpact xipon the nunnber of physicians in 
practice. Classes vMch entered in 1970-71 will begin to appear en 
the scene in another two or three years xjpan cotpletion of residency 
training. 

Geogr^diic Source of Entering Medical Students. 

Tables in the final report will show the geographic source of 
entering medical students in the schools in New York State and in the 
nation as a viiole. 

From data available it is apparent that anpiring medical 
students from New York, oofftpared with residents of other states, 
fare well both in their own State and in the nation as a v^iole. In 
fact, in 1971 (which is typical of the past decade) , New York had 
1598 natives enrolled in first year classes of LYiited States medical 
schools and only 1496 positions in its c^jn twelve medical schools • Fran 
the student stan<%)oint, v^e are thie major debtor state in tlie United 
States except for Nev^ Jersey, whidi is why any restrictive legislation 
based on state of residence would only jeopardise our position. 



-39- 



ERLC 



4 



Ihus^ while New York absolutely and proportionately has the largest 
niflrber of its students enrolled in medical sdiools in the Uiuted 
States, this is in part due to the fact that it remains a debtor 
state. The Task Force also notes that 13% of all the entering 
students in medical schools in the United States in 1972-73 
vare residents of New York State, vihich has ^^proximately 9% of the 
pcpiolation of the nation. In the same year, 64% of the students 
entering New York private itedical schools and 87% entering public 
medical schools in the State were residents of New York State. 
For the nation as a vAiole 51% of students entering private schools 
and 89% of those entering public schools were fron their hate 
states. Thios^ in 1972-73^ 347 students frcfn other states entejced 
medical schools in New York State, and 675 New York State residents 
entered schools in other states. 

While this problem and its proposed ranedies will be dealt 
with in greater detail in the final report, it is nenti.oned at this 
tiine because legislation has been introduced over the past few years 
which attempted to restrict medical school enrolLrent to State 
residents. New York State residents would be severely restricted if 
all states enacted similar legislation even though we are blessed 
with the largest nvcnber of medical school places of any state in 
the country. 

In the period 1955 to 1965 althou^ New York State awarded 
13% of the M.D.'s given in the United States, only 9.5% of all graduates 
of United States medical schools in the same period were found in 
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New York State in 1967. New Yori: State therefore manages to retain 
oily 74% of its "fair share", when the fair share is defined as the 
same proportion of physicians graduating fron United States sc±ools as 
are produced by that State. Actually, only 35% of the graduates of 
:te%'7 York State schools (and this is not dissimilar to that of other 
^ states) settle in tlie State. Tte other half of the Uhited States 

graduates vdio settle in Nei"7 York State v;ero graduated fror schools 
in otlier states of the United States. 

TRBI£ 11 

U. S. Medical Schools 
1955-1965 

Gradtiates by State of Graduation 
and Current State of Practice 

N,Y. as % 
All U.S. Only N.Y.S. of U.S. 



Currently practicing physicians 
graduated 1955-1964 fron 

itBdical schools located in 68,623 8,822 12.8% 



Physicians vAio graduated fron 
U.S. medical schools 1955-1964 

practicing in 68,623 6,500 9.5% 

Percent of Total 100% 74% 

Source: C. Theodore, et al., Medicctl Schcxpl Altmni, 1967, AMA, Chicago, 1968. 



Earlier we noted that place of mdergradijate (M.D.) it^lical 
education is one of the less significant events in physicidns' 
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practice place choice* VJhile there may be mai^ reasons for increasing 
rtBdical school enrollment in the State, fron this data and other 
data available, this alone will neither increase the s^^ply of 
physicians ir New York State proportionately nor guarantee New 
York students greater access to medical education. 

Gradioate tfedical Education f 

Graduate medical training (internship and residency) , vMch is, 
of course, a vitally inportant part of the continuum of nedical edu- 
cation, is of iiTfortance to the State because of the great amount of 
patient care (both in hospital and in out-patient facilities) 
which it provides. A strong house staff training program in a 
hospital is a major addition to the quality of care which the 
hospital provides to its patients v*io are assured of the 24 hour 
availability of these physicians. 

Moreover, there is a strong correlation between the area 
in vAiich a physician receives his graduate training and that in 
viiich he ultiinately practices. Althou^ a medical student may seek 
graduate training in a particular state because he is considering 
locating there permanently, others seek what they consider the best 
poss.ible training program for which they can successfully ccnpete, 
and ultimately decide to practice in the area in which that training 
took place. It is, therefore, in the State's interest to provide 
the greatest number of hi^ quality graduate training programs 
which circumstances will permit. The quality of a procjram is de- 
termined fcy many factors and there is room for differences of opinion 
as to how it is best meastired. But the fact that a program enjoys 
a strong corpetitive position among the pool of applicants says 
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. ituch far its quality. Ihere is strong feedback to nedical students 
regarding assessrtent of a program's nerits by their predecessors. These 
latter base their opinions on a nurnber of factors including: the 
clinical ability of the staff physicians in the hospital; the dedication 
of time aix3 effort by these ph^rsicians to house staff teaching; the 
qualiiy of professional and ancillary services, etc* 

Paramount among the ingredients vdiich medical students seek in 
evaluating programs for their graduate training is undoubtedly the 
existenoe in a hospital of a strong educational program which in turn 
depends on the presence of a grovtp of skilled clinical teachers who 
have not only the ability to teach and supervise but who are willing 
and able to devote the necessary tinve to house staff training. Teaching 

; rccnds take far more time than that necessary for patient care alone 
and the organization and conduct of conferences and ether teaching 
exercises requires an additional allocation of staff time. 

Although the training of hoxase staff incorporates a large 
oonponent of s\:pervised clinical service by trainees, with inrTc*=:asing 
rejsponsibility as training progresses, it becotBs quickly kncwn to 
prospective house officers whether a hospital uses interns and residents 
for large amounts of service and provides supervision and education 
in insufficient amount or quality. To mold a good program is an 
expensive process. It requires in most instances a cadre of clinicians 
vrtK) devote major segments of their time to instruction, and thxos 
irtpinges on time which oould be devoted to practice. Hospitals which 
are major teaching caiponents of academic medical centers have, of 
ooxarse, the faculty available for mdergraduate and graduate teaching 
and by virtue of this fact, internships and residencies in these 
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hospitals are hi^y cscnpetitive. 

The cost of graduate programs to nBdical schools has been larqely 
conjectural. Traditionally most direct costs have been borne by 
hospitals. It has been accepted as appropriate that such ej^enses as 
ho\ase staff salaries should be allocated to patient care because of the 
large service occtponent involved in house staff activities. There are 
those responsible for third-party payment for hospital care vdio believe 
that the educational corponent shoxold be reixn/ed totally fron costs to 
patients. Because the process of education is so inturately inter- 
woven with that of service, cost separation is difficult and, in the 
minds of mai^, pointless. In any case, proponents of the removal of 
educational costs fron hospitals* reiiiibursement have yet made no sub- 
stantive suggestions as to hav educational costs shoiald be met. 
Tables 9 and 12 indicate the level of graduate nedical education in 
hospitals in IvJew York State with and witlx)ut various kinds of relation- 
ships to medical schools. Hospitals are in serioias financial difficulty, 
cau^t between rapidly rising costs of salaries and wages as well as 
goods and services. At the same time they are subject to stringent 
controls and pressures to keep charges to patients down. 

The Task Force recognizes the necessity for cost containment 
but is alarmed at the prospect of having vital graduate education pro- 
grams diminished in quality or eliminated (because of the excessively 
hi^ costs for redevelopnent and replacenent) in the interest of 
eoonoty before acceptable alternatives can be developed. Because 
graduate medical education is so vitally linked to professional man- 
power the current situation is alarming. 

V/hile the Task Force will recatmend the expansion of graduate 
medical education into locations where it is now lacking, we await results 
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Table 12 



Approved First«Year Residencies Offered in 
New Y<9rk State by Specialty and Region 
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Number of Residencies ' 



Upstate 



Western 


12 


38 


18 


13 


15 


41 


15 


36 


14 


202 


Genesee-Finger Lakes 


10 


53 


17 


ir 


32 


32 


11 


30 


-9 


205 


Southern Tier West 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


Southern Tier Central 


0 


0 


0 


0 


0 


0 


0- 


0 


0 


0 


Black River/St. Lavrrence 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


Central 


12 


19 


13 


4 


12 


18 


12 


28 


2 


120 


Southern Tier East 


6 ' 


10 


1 


2 


5 


7 


0 


2 


0 


33 


Upper Mohawk 


0 


0 


0 


0 


9 


0 


0 


0 


0 


9 


Lake Charoplain/Lake George 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


Upper Hudson 


0 


21 


6 


8. 


14 


18 


12 


15 * 


8 


102 


Mid -Hud son 


3 


13 


3 


1 


33 


11 


Q 


6 


i 


71 


Nassau-Suf folk 


10 


60 


25 


12 


67 


48 


9 


32 


10 


273 


Upstate Subtotal 


53 


214 


83 


51 


187 


175 


59 


149 


44 


1,015 


New York City 


12 


• 60? 


287 


136 


343 


408 


163 


402 


133 


2,491 


Total State 


65 


821 


370 


187 


530 


583 


222 


551 


. 177 


3,506 



Percent of Total Residencies 

Total State 2% 23% iO% 5Z 15% ill 6% 16X 5% lOOZ 

Percent of Registered Physicians in 
Indicated Specialty 

Total State 187. 237. 6% 67. 147. 7X 77. 117. 7Z 100% 



Includes all IM subspecialties as well as undifferentiated IM* 
p'orty-five (45) pediatric subspecialty residencies are included. 

Includes neurological surgery, orthopedic surgery, urology, plastic surgery and 
^thoracic surgery, colon and rectal surgery, nephrology. 

Includes dermatology, opthalmology , physical raodicine and rehabilitation and 
^preventive mrdicine. 

Compiled from: American Medical Association, Directory of Approved Internships and 
^Residencies^ 1973-74. ' ' 

Percent of Registered Physicians in Indicated Specialty calculated from survey. 
Responses grouped in as close a manner as is possible to residency class. 



10/21/74 -.REB;ik 



-45- 



of-eurvay materials and cost stvdies to idantify the level of nedical school 
involvenent in, and respcnsibility for. graduate nedical educaticn, lliis vdll 
be discussed in detail in the final report after ccrparable cost and program 
details beoore available. 

Uie Task Force believes graduate mescal education is one of the key 
areas in the determination of physician manpower availability and allocaticn. 
If major shifts are to be made in graduate medical prtsgrams in order to modify 
specialty distributicn within an acceptable period of time, it is prcbable that 
this will have to be acccrpHshed by a nation-wide effort toward bringing 
si?^)Ues of speciaHsts into conformity with needs by adjustment in graduate 
training opportunities once these needs are rationally established. 

In a free nation which places high value upon freedom of choice of 
career, it is abhorrent to place restrictions on that choice. But in nedicine, 
where, for a variety of reasons, the law of supply and demand operates too 
slowly to be effective or at worst does not operate at all, the pubHc interest 
must be taken into account. Supply cannot be based upon accoimodating aspir- 
ants goals alone, particularly when these often are formed with inadequate 
information about needs and OKsortunities. 

Althou^ there is much national fenient in regard to graduate nedical 
education programs, there is not, as yet, any policy for monitoring or con- 
trolling the numbers of such programs, or training positicns within than, or 
the specialties in which they are established, while the professional organ- 
izations have taken responsibility for monitoring program quality, no one lias 
developed a cohesive plan for coordinating specialty mix, and this is one 
of the major reasons we have specialty maldistribution in all of the states. 
Despite rapidy increasing nunfcers, the distribution problem has grown worse 
in the last decade. l-fe believe the Regents should consider bringing graduate 
medical education under the flaster Plan process, in order that it may becaie 
responsive to the public need. 
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PRDOECTED SUPPLY MP REQUIPEMENTS FOR 
PHYSICIMS m NEW YORK 
TtiROUGH T HE YEAR 2000 

One of the diief charges to the Task Force was to detentdne 
the si:pply of, and caemand for, ptysicdans in New York State. As 
mentioned earlier, there are no Icxwn universally acceptable criteria 
to ineasure the adequacy of sxjpply, nor are there any precise iteasures 
of reasonable denend. 

With information and knowledge about current and projected 
medical schcol capacity in New York State and by relyiixf teavily on the 
SOAR iTBthodorogy (Svpply, Output and RequirQ:nents Project of DHBW^), 
we have develcped a number of projections of physician manpower, using 
as a base detailed information about registered physicians practicing 
in New York State fron the 1972 registration survey and AMA reports. 

The models and conclusions presented in this section have been 
develcped to respond to questions concerning adequacy of medical school 
capacity to meet marpower needs, an area which is still larcfelv 
uncharted. With additional data, we may be able to refine some con- 
clusions and recccrmendations, but we do not plan to develop regional 
physician staffing patterns . We do wish to make certain that the 
resources are capable of meeting the requirements. 



U.S. Department of Health, Education and Welfare, Division 
of l^anpoi^r Intelligence, T?tg S ^ y^ply of Health »^anyy^<er , 
February, 1974, prepublication edatiail 
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Projected S upply of Physicians from Expected l^cal Sdioo l Graduates 
and Registered Physicians 



Graph I depicts physician supply projected throuc^i the >'ear 
2000, based vspov eight different assunptions cotpared to the 1972 
physician mar^xwer situation in New York State and the projected 
change in the State population betoreen 1972 and the year 2000 . 
(Supporting tabular naterial is contained in Table 13.) Granh TT 
traces the curves that would be produced by these eight assunptions 
through the year 2000. 

Basically, we have tested three sets of hypotheses. 

1. What would h^Dpen if no additional foreign msdical sdiool 
graduates were added after this year. 

2. What would h^pen if new foreign inedical school graduates 
continue to be licensed in New York State at the sane 
rate they are currently b^ing licensed (1,450 per year). 

3. What would h^pen if foreign inedical school graduates 
continue to be licensed but at a decreasing irate fron 1,450 
doATi in 1990 to 380 (which is 10% of the most reoent 
Iwest Federal estimate) . 

The above tiiree assunptions, relating to the foreign inedical 
graduate^ were then played against: 

a. No grcwth 

b. 1.5% annual growth 

c. 2.7% annual growth in the total medical school caoacity 
for .ivery year after 1984. ^ 



The 2.7% rate of medical education expansion was tested because 
that is the factor the Federal Government used in their high series. It 
approaches the rate that would be needed to begin to diminish the 
need for foreign medical school graduates. Also, it is the rate that 
medical education expanded during the period of extensive Federal fundina 
in the United States. The 1.5% annual rate of growth approaches the 
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Thus, assunption Ion Graph I shows what would hxaoiDen if after 
1974 no additional foreign medical school graduates were added to the 
simply of available physicians in New York State ^ and the nodical 
schools did not grew beyond ci-^ently e^qpected capacity. In fact, 
there would be a decrease in the rate of physicians to population fron 
205 in 1975 down to 190 by the year 2000 under this assunption* 

Ihe second assunption indicates what would happen if no Fl^'s 
vere added to the State sv:5;ply after 1974 , and the nedical school 
capacity after 1985 were to grew at 1.5% annually (a 10% plus increase 
between 1985 and 1990) but the State only managed to "c^ture" 74%. 
(its present rate) of its fair share of outDut."^ Urider this assunption, 
the rate of physicians per 100,000 population would decline from 205 
per 100,000 in 1975 down to 196 per 100,000 in 1990, and then v;ould 
begin to cliirb again. 

The third assurption reveals v*iat would happen if medical 

school grewth proceeds as planned, and after 1984 the graduatina 

2 

class size grews annually at 1.5% and "all" graduates stay in 
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(continued fron page 48) 

experience of all states during the 1950 's and 1960 's, before massive 
infusions of Federal money were available. (New York State in that 
period hovered around a 1.3% annual class size crraNrth rate/) Vie- 
expect that both Mt. Sinai and Stony Brook will reach full maturity 
by 1984, and we have information fron all the nedical Schools (based 
upon their current enrollments and near futiare plans) reqardinq the 
sizes of their graduating clasp we can expect if no changes are made 
in current plans. 

1 See Table 11. 
2 

Statistically "all"— i.e., v;e vould gain the same number 
o. United States graduates as those which, we lost fron Mev; York schools. 
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TabU 13 

NEW YORK STATE PHYSICUN SUPPLY PROJCCnONS TO 2000 
KASBO ON EIGHT ASSUKPTIONS ^ 



Phytic Ian Race per 100,000 Population 
for Selected Yeart ^ 



ASSUMPTIONS 1975 1980 1985 1990 1995 2000 



1. 


Schools grov as planned* No additional ploccs ore added after 
1965 but graduritlng cla&s size remains at the 1965 level of 
1716* No new fHC's are added after 1974, and we retain only 
741 of ch« graduates* 


205 


200 


195 


193 


191 


190 


2* 


Until 1994, graduating classes grow according to plan* After 
that classes grow at 1*5% annually* The State only captures 
741 of Its output and no new FMC*s are added after 1974* 


205 


200 


195 


194 


196 


200 


3. 


Medical school graduate classes Increase as planned, and after 
1964, total State graduating class tzo^ts at 1*57. annually* They 
"all'* stay In N*Y*S*, and no new mc's are added after 1974. 


210 


213 


217 


222 


230 


241 


4. 


Until 1964, total State graduating classes Increase as planned^ 
and after 1984, they grow at 1*57., but N*Y*S* only keeps 74Z and 
mc's are added In decreasing numbers froc 1450 In 1974 to 380 
annually In 1990 and beyond* 


227 


248 


256 


257 


258 


261 


5. 


N*Y*S* schools grow at 2*7X after 1984* N*Y*S* only raanages to 
capture 74X of Its share of the U*S* graduate pool* niC*s are 
added In decreasing nui&bers from 1450 In 1974 to 360 In 1990 
annually and every year thereafter* 


227 


248 


256 


258 


262 


271 


6. 


N*Y*S* schools grow at 2*7% after 1964, and they ''all*' stay in 
N*Y*S* mC's are added In decreasing ntiobers from 1450 In 
1974 to 360 In 1990 annually and every year thereafter* 


232 


261 


277 


287 


298 


315 


7. 


Until 1964, total State graduating classes Increase as planned 
and after 1964, they grow at l*5%t but N*Y*S* only keeps 74% 
and FMC*$ are added at 1450 per year each year through 2000* 


227 


253 


274 


293 


312 


330 


6. 


Medical school graduate classes increase as planned and after 
1964y total State graduating class grows at 1*5Z annually* 
Tbey '*all" stay in N*Y*S*» and 1450 FHG*s continue to be added 
each year* 


232 


267 


295 


321 


346 


371 



DATA REFLECTED IK ASSUMPnONS PROJECTICHS 



Graduating Class Size 
Used to Develop Various Assutcpticms 



Graduating Class Size Increased at 
Indicated Percent Annually After '64 


1970 


1975 


Academic 
1980 


Years 
1985 


Ending 
1990 


1995 


2000 


at USZ 
at 2.7X 


1101 
1101 


1592 
1592 


1597 
1597 


1716 
1777 


1648 
2029 


1989 
2 J 18 


2143 
2648 





ESTIMATED CUMUUTIVE NUMBERS 


ESTIMATED NUMBERS OF PiIYSlCIANS 


ASSUMPTIONS 


OF NEW 


PHYSICIANS 


ADDED 


WHO WILL BE ACTIVE 


IN NEW YORK STATE 




(Accumulated from 1974 to 


IN INDICATED YEARS 


UNDER INDICATED 




Indicated Year) 




ASSUMmCNS 






1980 


1990 


2000 


1960 


1990 


2000 
















Nunber 


Percent 


Assunption One 


6,577 


18,736 


31,066 


38,213 


39,332 


40,554 


51 


Assunption TWo 


6,577 


19,017 


33, Ul 


36,213 


39,596 


42,593 


5 


Assmaptlon Three 


8,866 


25,699 


45,177 


40,816 


45,336 


51,343 


5 


Assunption Four 


14,204 


33,684 


51,893 


47,420 


52,465 


55,660 


37 


Assumption Five 


14,204 


34,008 


54,336 


47,420 


52,766 


57,758 


36 


Assunption Six 


16,515 


40,604 


66,940 ' 


49,961 


58,565 


07,210 


33 


Assunption Seven 


15,277 


42,217 


71,131 


46,425 


59,765 


70,460 


56 


Assunption Eight 


17,588 


48,899 


82,877 


51,028 


65,526 


79,212 


52 
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1 See Graphs I and II for graphic expression of these assumptions* 

2 In 1972, the rate was 212 physicians per 100,000 people* 

Sources jnd Explanations! 

Population! New York State Office of Planning Services, rVTv^r.iphlc Projections * June, 1974 revision* 
(Lew Birth Rjtc Series) 

1*5. Growth Rjtc wjs the t\T>lcjl national rate durln^; the Jccudcs of the 1950's and 1960»s* IXiring the 

sane period, t!ic rem New York <;tJtr r,ito wns 1*JV* 
2*7*. Growth R.itc In Gr.idu,»tlnc Cl.j^^cst l'*S* Dup.irt-x'nt of HciUh, Education, ^nd Welfare, The Supply 

of Health Kmuowcr* ( Pri'uubllcatloti edition*) Hi^h ProJi'Ctlt^ii* 
Attrition .'*.'^. to jnnualU b.i«ii*d on Ttu siippU ,«* Mi lUh M.nTOwcr and age distribution of 

N*\*S* ph\:kicl.in!!>, js shi^wii In :kur\o\* 
74', roti ntlon oi ►^r.uUi.itCN b.iM'd on T.ibU- II* Surruiry of C* Tlicodorf , ct «l*, Hcdlcil <;chool 

Vlttrnt, l^tw . (.hlc.»>ti>, A«-Kriv:,»n Midvc.il A<soc Lit Ion, WoS* 
rh\NKi.in l^it.i! Proioi'ioJ t rrn luinbors of pluNULm* rocUtcrcd and practicing In H*Y*S* 

iu l^7J ,ucor<ilun to n ct^tr.itlon tlU's "i^' svtt\o\ Intonation* 
Fh\Ni<.l.uis .»ro adJod to bvipp!\ .isvvinpt ions two \o.irs «ltcr ^rudiutlcn* 



10. ./;^ 



.50- 



56 
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New York State. This also assumes that no new FMG's will be adcJed 
to the system. Under this assunption, we would experience a modest 
increase in the rate of physicians per 100,000 population, fron 210 
to 241, between 1975 and the year 2000. 

Assunptions 4 and 5 project annual grwth in the medical school 
graduating class of 1.5% and 2.7%, respectively, for 1985 and after, 
and both assume that the State manages to c^ture only 74% of its output 
and that the FM3 supply shrinks fram the current 1450 down to 380 in 
1990 and beyond. Under both assunptions 4 and 5 there is a continu- 
ing rise in the ratio of physicians to popvilation between 1975 and 
2000, from a low of 227 to 261 mder assumption 4, and from 227 to 
a hi^ of 271 under assunption 5. 

Assuitption 6 shews what would h^jpen if the schools grew at 
2.7% annually after 1984 and all of the gradiiates stayed in New York 
State, and the FMG's decreased froin 1450 to 380. 

Under Assunptions 7 and 8, the annual level of FMG increase 
is held at the current 1450, and by the year 2000, under both of 
these assunptions, the FM; proportion of the total physician pecu- 
lation would be 56%. The Task Force believes that both of these 
assunptions project unnecessarily hi(p. ratios of jiiiysicians to popu- 
lati.on, when corpared with anticipated requirements; they also would 
produce an unacceptable ratio of FMG's to USMG's. Heaver, they 
approximate New York State's share of FM3's based on recent hi^ 
Federal estimates, as can be seen frcm a corrparison with Table 14 
and Chart III. 
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One of the limitations of Table 13 is that in it we assxjme 
New York State vd.ll either continue to lose 26% of its "fair share" 
or will keep "all" physicians it educates. The future will probably 
be between the two. Even if New York State inakes a nessive effort 
to keep a larger prc^rtion of its graduating classes , we reooanize 
that one of the State's e)qx)rts is professional itenpower. Thus, 
althou^ may keep 85% instead of 74%, we shoiold not now nroject 
having 100% or 110% of New York State's collective graduating class. 
(The 85% is not one of the projection variables.) 

Even at the most conservative State output projected ~ 1.5% 
annual growth after 1985 in total in-State graduating class —by 
1990 we would need to have found about 130 additional itedical school 
spaces for each annual graduating class above currently projected 
1984 plans. This would require the twelve nedical schools, if the 
130 were distributed uniformly, each to take an additional 10 students 
beyond that which they currently plan to accept sane tims before 1985. 
Needless to say, grovth could also be accoiplished by the develofxrent 
of either additional clinical resources to be attached to extant 
schools or totally new ijistitutions . Adding the aoal deficit sooner 
tlian 1985 xv^ould mean reliance on FMS's could be pliased out sooner or 
the goals would be achieved earlier. 

Most Reasonable Sipply Assuitptions 

The 'A^k Force believes that assuiiptions 4 and 5 most: closely 
approximate the supply that will be needed. Unfortunately, in both 
assunptions 4 and 5 the proportion of FMG's to the total nuniDer of phy- 
sicians remains fairly hi^, at almost 40% throughout the projection 
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TOTAL PirirsiaA\'s rcniiriD dv vm r; n.v.s. liiccn sr\T:i 
ASSL:ma;s ccyvri^ to total ttiat imi) or toqcifid 
ri 1972 1!;dcr s^rr ;^5Si-!rTia:s. 

(See C?rapli III for gra;)hic cxprossian of these aBatwpticns) 



ASSurmcNS 



V>72 



Total 



Rate 
(per 100,000. 



Total 
JltfrJL\2rs 



Rate 
(per II'^^OOO- 



eminent ratio is sustained 

B. Current ratio of all but 
prinary patient care specialists 
is sustained but irCcJel prinary 
care factors are applied 

C. Primary care physicians, as 
defined by rodel are 50% of all 
physicians .V 

. Prepaid practice plan model 

?: . 10% of F\ederal projections for 

1* Basic 

2. Low 

3. Hiqfi 

F. 13% of Federal projections for 

1* Basic 

2. Low 

3. iligh 

^* The region witli the Idicst 
physician to population ratio 
II.Y.C. beocrieScioOO i^.Y.S. 
average ratio .>3^ 



38,804^ 
(actual) 



47,400 

49,400 
34,000 



32,400{31,200)'6' 



42,100(37,900^5' 



43,900 



212 

259 

270 
186 



177(170) 

4- 



230(207) 



240 



43,300 

53,000 

55,600 
38,000 



212 

260 

272 
186 



59,400(53,500) 2«1(262) 
55,700(50,100) 273(246) 
63,700(57,300) 312(:^81) 



77,200(69,500) 378(341) 
72,400(65,200) 355(320) 
82,800(74,500) 406(366) 



49,000 



240 



^urcc: Schonfeld, et al. "nurtibers of Physicians Itequired for 
Primary radical Care, " :ie%: England Journal ot ?fcdicine , 3/16/72. 

^'A, House of nelcqates, 1972, "...50% of all medical school graduates 
sliould enter primary* care specialties..." (family practice, general practice, 
internal medicine, pediatrics and d^./gyn.) 

^.S. Drcartncnt, Il.n.U., Health rvmpa^x^r Perspectives 19C7 , p. 75. 

^J.S. Departircnt, H.E.W., Division of f'anpa^r Intelligence, 'Tiic Si^ly 
of Hcalt}! ."^nrocf , February 1974, prepublication cd. 

^.E. Fteinhardt, Kcolth'^'anrx^T^r Forecasting: Current rtithociolocTv 
cTnd ite I]%*^:\ct on llcaltl-i "ar.-x^'^r VoUrr/ , (unbound i--ajx:r) Carrhridoo, ?'ass., 
"ay i?7-l, or. vvw:g 13 and I'l ir.Iirratod t}'^t Yost had l^croto^'orc d>occn 
Ifcstdxistcr County as the standard for projecting basic need. 

'^.•irJxjrs in A, E and F co not agree since the Fcxbral FK)jccticns 
arc t-oix^d on tlv.- r^ycician dcfirdtior.n v.^udi yield a substa-.tially greater 
topulaticn than the rucistraUon file. T.iis problem is doscriixxl elsewhere 
in tlxi n:;X)rt. In part, it*s dxjo to interns and rer^idcnts and inactiyos. 
To na}.e then ccrv'^ra^lc, t^-c nurixns In rarent^cscs slia-* uiiat 001 (\.iuch is 
airj>ro}dT-ntely i.i^at our curn:nt registration pc;:>ulatiai is of .V*/ count) 
vould lod. IU>c. 

^yjpulation source: 01^ (Revised 6/74) Dcixcraphlc Projections 
1072 est. at IS. 3 ril., 19C0 c^t. at 20.4 nil. 
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period^ as cxxTpa2?ed to our current situation. (Approximately 23% of 
New York State physicians now are FMG's.) It's conceivable that if 
some of the high Federal projections for other states cone to oass, 
some of the places ws- are "reserving" for FMG's in these two models 
may indeed be occupied by physicians coming from other states. 

Ws hc^ that sane way can be found to achieve this level of 
physician to population ratio without such heavy dependence on the FMG 
COTponent displayed under assunptions 4 and 5. 

In suitmary, Gr^h I and Table 13 reflect potential growth 
within the structure of the twelve traditional nedical schools we 
now have in the State. To the extent that non- traditional proarams 
can be developed and receive approval, such as some of the proposed 
clinical medical school models, it is certain that we could begin 
to depress the FMG segment and possibly even effect a more rapid 
growth towards the desired goal. Thus, not only v/ould we be able to 
produce more physicians sooner, but with the larger numbers that were 
produced we could achieve tv3D major goals: reducing our dependence 
on the FMG pool and increasing the potential for educating ordinary 
care physicians. 

How Do Supply Projections Relate to Need 

The Task Force also has exaruned a number of assunptions about 
requirements. Since there are no \miversally acceptable criteria 
of physician need, a number of models have been developed. Sane 
have been studied by other states along with caTparati\^ ratias of 
physici.ans to population. 
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Primary Care Assunptions 

There is substantial evidenoe that the major need in the 
State is for iraxiy more prajtary care physicians* A group at Yale 
has developed a relatively conservative model vath which to estimate 
the need for primary care physicians* It is based upon a study of the 
physicians' time required to manage the anticipated incidence of 
acute and chronic diseases and conditions by age of population, and 
the level of treatment required by a hypothetical Tx:)pulation of 
100,000* After examining the Yale model, (used in Table 14, 
Assunptions B and C) for primary care, the Task Force believes that 
it is effective and thou^tfully developed. The goals it expresses 
are desirable and achievable* Furthermore, its yield is consistent 
with good e:q)erience — approximately 4*6 primary care visits per year 
per person, and patient demand for more United States primary care 
physicians, particularly in light of a potential increase of from 
23% FMG to 57% in the next quarter century* Furthermore, its 
yield is fairly close to the model that is currently being used, with 
apparent satisfaction, in the Ontario system* 

In Table 14 , linder Assunptions B and C, New York State 
primary care physicians have been grouped to fit the Yale (Schon- 
feld) itiodel* Cdnibining survey and registration data, we have an 
estimated 16,100 practicing primary care physicians. (This includes 
those in family practice, general practice, pediatric^, and all internal 
medicine including subspecialties.) 



ERIC 



New England Journal of Medicine . 286:571-576 (March 16) , 1972. 
Schonfeld, %nien K; Heston, Jean F.; FaUc, Isidore S. 
Special Article, - "Nuirbers of Pb^rsicians Pequired for Primary 
radical Care". 
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Acoordijig to registration and survey cJata, there were 38,900 
registered physicians in Hew York State in 1972* Therefore, phy- 
sicians in New York State other than practicing primary care physicians 
totalled 22/800, or 124 per 100,000 population, itoongst the 22,800 
were administrators, researchers and others \^o provide no patient care 
at all. 

implying Yale factors to ITev/ York State pq^ulation, we would 
have needed a total of 24,700 practicing primary care physicians, or, 
in other v.ords, there was a lack of about 9,500. (The 9,500 is 
the sum of deficits.) One region (Nev; York County) has 1,000 primary 
care patient care physicians over the Yale model. On the assunption 
that these 1,000 are "immovable" the sum of the shortages (i.e., 
9,500) is used. (See Table 15.) 

In comparing base line physician projections fron survey 
data and fron other data tha^ the Task Force has collected, we have, 
for Schonfeld's models, included in primary care all internists 
whether or not they indicated a subspecialty. (Generally, the Task 
Force figures for primary care include only the internists who did 
not indicate a subspecialty. Hov^ver, Task ForcB analyses generally 
include "ob/gyn" in primary care phvsicians; they are not so included 
here.) Thus, we are fairly conservatively calculating primary care 
shortages. 

As further confirmation of the conservative estimate this 
represents, Schonfeld used a longer work year for pediatricians 
and internists than recent studies v;ould support. Also, in ccrnoutina 
the need for primary care physicians, Schonfeld does not provide 
for routine physicals or prenatal care. 
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67 


103 
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102 


- 577 


32 


137 
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46 


2,174 


83 


-1,155 


46 


100 
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43 
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-5,872 
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45 
49 
30 
54 
44 
40 
41 



921 
1,944 
3,154 
1,900 

241 
8,160 
16,109 



63 
75 

286 
96 
82 

104 
88 



-1,074 
-1,579 
+ 998 

- 839 

- 152 
-3,6443 
-51,5163 



73 
61 

42 

52 

:>83 
573 



67 
78 
474 

81 
103 
157 
124 



^tinatod fttn survey niJTibers tho*w? mspondcnts iivlicatino they cnqar^ In patient caiti in 
ferdly practioc/gcncral practice, internal ntxUclne (including sii>spc>cialtics) and pediatrics 
as a percent of all rcsfjcndrmts in the rcnicn. 

^dwifeld et al., op cit. 

h>jn of deficits without subtractinn 'Jew YorV County's siaplas, rrasured agiinst populations of arsas with deficits. 

rOJ- 10/4/74 
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To meet the needs of its hypotheUcal population, the Yale 
group calculated that 133 primary care physicians per 100,000 
population would be required. Vfe have applied their factcas to the age 
mix of our population, and because of New York State population age 
mix, this figure beccnes 135 for us. This model would require almost 
50% more of the number of primary care physicians than we havs in the 
State today. There are about 22,800 specialists of other types 
practicing in New York state tod^. If these are added to the model 
requirements for primary care physicians, a rate of 259 physicians 
per 100 ,000 population would have been needed in New York State in 
1972, ai, indicated in "B", Table 14. (ihe 22,800 ir.cludes adminis- 
trators and others v^o may have recieved their training in priitarv 
care specialties v.'ho,thout^ active^ treat no patients) 

Other Requirements Assurtptions 

As can be ssen on Oiart III and in Table 14, a nuiriDer of 
other assunptions of requirements have been examined including three 
series of Federal projections at two levels; all of these would 
require bi' 1990, ratios far in excess of those vhldi we are 
currently projecting or which the Task Etoroe believes are reasonable, 
as measured by assumptions 4 and 5 on Graph I. 

Assuirptxons E and F:Proportion of Ftederal Projections 

In tl.eir recent publication. The Supply of Health fanpoi^^r ,-^ 
the Departnent of Health, Education and Uelfare indicates Ife^.; York 

^Department of H.E.W., Divisicn of Manna-Kjr Intelliaenoe 
■aie Supply of Health ^'^njyy^r- Februa^v, 1974, prepuhdi^ticn 
edition, pane 4fc, Table 10, for 1970. " fc ^^P"* -Lication 
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state has 4 3, 000 "''active pt^siciaxis, and the United States has 
323,000; thus, New York had 13% of the iMted States active physicians. 
For the same year. New York State's popxilation was 18 million, the 
United States population was 210 million. Ihus, 9% of the United 
States population was in New York State. (The 10% was arbitrarily 
diosen as an easy alternate assutption.) 

To develop our assuitptions E and F, we have ccnputed 10% and 
13% of the Department of H.E.W. estimates of available 
physicians in the United States.^ Their three series were derived 
for the United States as follows: 

(1) Basic projecticns: assunes a net yearly increase of 5,200 
EMG's through 1990 and medical schools' capacities qrofr/ 
between 1.3% and 2.7% annually. 

(2) High estimate: assumes that the 5,200 ms's added to 
the United States roster in 1971 will rise to 6,600 
per year and increase at that rate for every "ear 
through 1990. ^ •' 

(3) TJie Iw projection assumes that n-r/s will increase at 
an average annual rate of 3,800 per year, the prevailing 
rate in the period fron 1963 to 1970. 

The Division of Manpower Intelligenoe of H.E.W. rejects 
the utiUzation of 8% annual FMG rate of increase as unlikely, 
after examining the total FMG pool.^ Hils has been the rate, however, 
experienced nationally in the past few years. 



^As indicated previously, flMZ\ statistics and New York 
State education Department statistics concerning nunters 
of physicians do not agree. 

^Te Supply of Heal tli ^lanpo^^'er , op.cit. , n. 88. 
hhe Supply of Health f^anpcwe r, op.cit., p. 05. 
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Assunption G:High Region Rate 



The physicdan to population rate currently extant in the 

mid-Hudson region was arbitrarily assigned as the mean New York 

State rate for 1990;"'" This figure is the basis for assunption G 

in Table 14, The mid-Hudson region, inclining Wsstchester County, 

has the highest physician to population ratio (240 per 100,000) of 

any region in the State outside of New York City. Patently this is 

2 

an arbitrary factor, but Reinhardt notes that: 

"It is wall ni^ inpossible to offer an objective, univer- 
sally agreed \xpon standard of the right nunir^er of physicians 
in a given population. There are sinply no easily ascer- 
tained objective iparket criteria on whic±i to hang sudi a 
standard. A survey of health raarpcwer forecastina and 
the recent past suggests that current forecasting tec±i- 
niques are sinply not \jap to this exacting task. Much on- 
pirical research is yet to be performed before forecasters 
will be able to furnish policy makers with precise point 
estimates sou^t by the latter." 



Asstfftiption DrPreoaid Practice Plans NkxJel 

Regarding Assunption D, we would be skeptical about a state's 
ability to develop the efficiency, for the whole of a state, that 
prepaid practice groups impose on perhaps five percent of a cohesive, selected 
population in the country. To develop this assunption, based on 
current conservative estimates, primary care was inflated to 80/100,000 



"U.E. Reinhardt, Health Manpower Forecasti ng: Current 
Methodology and Tts Impact on Health Manpower Policy , (unbound 
pcper) Cambridge, Mass, May 1974. On pages 13 and 14 indicated 
that Yost had heretofore chosen Westdiester County as the standard 
for projecting basic need, on the assumption that "the 
most highly endowed region" can be regarded "as the culturallv 
relevant standard for the nation as a v^ole." 

Ibid^jP. 24. 
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(fron 72*3) • And assxined (based on AMA statistics that office-based 
physicians cq^oal 63% of the total when interns rnd residents are 
excluded) the proportion of prepaid practice physicians required 
is equal to the total number of office-based physicians. The 
renainder will provide services beyond the prepaid plans and services 
viiich the prepaid plans purchase. 

We will watdi HMD ejq>eriejices with interest^ and later may have 
nore data on physician itanpower efficiency iitplications of organized 
groi^) practice. 

CoTpariso n s of Physicians* Si:pply and Requirements 

For all assuitptions on Table 14 it should be noted ^even 
under the best circumstances ^total nuitbers required at a criven time 
and nuitbers needed to get there do not necessarily have a linear 
relationship. A disproportionately hi^ segment of the primary care 
physician pojJulation is in the upper age bracket. Most of the 
regions with the greatest physician deficits also have the largest 
proportion of Physicians in the upper age brackets. Therefore ^ 
identifying total requirements, and modeling ways in v*iich total 
numbeio of physicians can be produced ^ will not necessarily meet 
total needs. While the total ratios may seem adequate at the model 
level, we may find greater discrepancies betwe?'- regions than are 
visible now. 

Assunp-JLons 4 and 5 cone closest to meeting the projected 
needs by 1990 using the Yale model (as expressed in assumptions B 
and C, Table 14) . As in assunption C, if we accept the primary 
care factor developed by the Yale groip, and also an AMA House of 
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Delegates resolution that 50% of all itiedical school graduates should enter 

primary care specialties, then the rate per 100,000 would be raised 

to about the 272 level (close to 10% above the supply levels 

of assunptions 4 and 5) • If residencies settle at the 7,500 level 

and half are reserved for priit\ary care, with 1250 in first year 

primary care residencies, then in 10 years we would produce 12,500 

primary care physicians* (There are currently about 1,150 first year 

primary care residencies.) This would still be belcw the nuinber 

2 

needed for replacement (about 6,000) and inprovement (9,500), 

i.e., 15,500 in the next ten years. Thxos, only by 1990 would we 

be able to close the primary care gap, if the residency pattern is as 

above, and if New York State could continue to attract large nunfoers 

of medical school graduates outsids. the State into new programs and 

keep the practictione3:s so trained. (See Table 15 for current conparison; 

of residencies and registered physicians.) 

Inpact of P hysician I^taiders on Physician ^ ^cquirearen ts 

One of the ways to diminish necessity for the foreign 
medical school graduates in Mev; York State may by the more 
effective use of pl^sician extenders (PE's) . Sans models have been 
studied and others are under caitinuing examination by the 

■''The Task Force does not have as mudi data about need for 
specialists by level or type. If primary care sucply meets 
the hoped for goals, ^/;e will still be subject to availability 
and preference for referred- to specialists. Professional 
specialist qro\jps are about to decide their resoective and 
collective optimal vx)rkloads and capacities. Thus, holding 
specialists, for projection purposes, to current levels is 
probably the most si^jportable and most prudent statistical 
projection <tecision at this ooint. 

2 

E)uring the next ten years, wore than 6,000 New York State primary 
care physicians probably will die or retire. 
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Task Forcje for the inpact on the productivity of physicians by 

extenders, depending on their availability and acceptance. Table 

16 and Graph IV demonstrate their potential inpact under a variety 

of assunptions. At the priirary care level, P.E.s can be expected 

conservatively to increase physicians productivity by approximately 
1 

20%. Hcwever, they are not currently available in adequate nurrbers 
and the rate of acceptance is slow. 

New York State currently has eight educational programs for 
physician's associates, with a total anntial output of 120 graduates. 
Currently, a total of 227 physician's associates are registered in 
New York State; ^praximately ten are graduates of ^proved out-of-state 
programs. There seems aitple justification to expand these programs 
and to develop additional ones in order that prirnary care physicians 
may increase their efficiency and be available to more patients. 

The nursing profession oo\ild become much more involved in the 
delivery of primary care if certain attitudes and problems could be 
resolved. If legally authorized, they could quickly be brou^t into 
the mainstream of primary care and have a considerable positi^.'e 
inpact upon its delivery in this State. These persons should be 
recognized and legally able to do what they are, or will be, trained to- 
do, but it is necessary first that minimal standards for such 



SoTB have found that a 33% to 50% efficiency' level increase 
can be effected by the use of P.E.s. Hcwever, we have chosen 
to use Peinhardt's conservative 20% for these modeling 
purposes. If, after extensive experience in the next decade, 
this proves too low, no ham v;ill have been done, given 
current shortage levels. However, experience has shewn that 
levels obtained in pilot projects frequently cannot be 
replicated in the full population on a sustained basis. 
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27,400 
37,000 
48,900 

32,900 
52,200 
58,800 

49,200 

78,800 
88,200 



9,200 
18,100 
20,300 

600 
7,200 
13,700 

(25,300)3^ 
(15,500)\2^ 
(5,500)^ 



"H^xdudirvg clerical (if clerical assistants were inclided froa iJatlcnal (Iteinhardt, cp.dt.) then all 
the nidjers would be 0.75 greater, i.e. 1.75 , 2.75, 3.75). 

'^^ihis is "surplus' o\;er ooal — all other ntrfcers in this colim indicate physician "savings* cc 
efficiencies (i.e. feucr physicians needed) that wcxdd result corpazed to Gra^ I, goals 4 anct 5. 

>3fn this ranae Reinhardt asscres each P.E. sbcNn 1 reduces donand for physicians by 20% ^.e., at 2^ 
Si-ice indicated nirhers assune there's already an average of one P.E. associated with and available to ever/ 
office based pir/sician nationally, v»e'd reed 80% of office based physicians necdbd to provide sane level of 
services that 100% of the physicians would provide at 1, P.E./office based physician. 

Distrihuticn of Pfr/sicians ir. the U.S., 1972 . 63% of ri.Y.S. physicians are office based. (61% 
of U.S. physicians are office taixxl) . Thus. 134/100,000 equals current rate of O.B. physicians in H.Y.S, 
70/100,000 - not ofr^ce based. 

^telnhardt says there's historical evidence for a 3% erj\ual rate of increase in dervnd for physician 
services. 

^990 t>rojccted pcpulation - CPS 

>7p.E. - is a oon\t3ucnt desicnation for ncnphysician ncnters of tl-e priinar/ care tcai — w*» can by 
pcrfonrang selected professional activities — traditionally the responsibility of physicians — increase physicians 
effective jvaticr.t worKlcods. this decs not include allied health pr^jfessicnais a:pir«|wd in institutions and 
other settings such as radiological technologists, physical ther^ists, rcspirarrr/ therapists, and cndical 
technologists. 

^t the P.C. Ixrjcls, cn Table 16 , 1990 Toals oould be achieved only if larTO nirixrrs of nurses annually 
(i.e. 2,50C — 3,5C0/yr.) vcrc gi'ASi fumsrally twilve mcnths additional post qrac2uate clinical nurse residencies 
vWch wulil then cu-ilify thijn for rol/^s that xtuU pcrrut the? h»/rx)thetical cfficicnc/ to he acniovcd. Because of 
the probable nazi.-Tin of f^/sician's a^'sociatcs cwtnut m the next fifteen year*?, ev^si vith the expansion of extant 
progr^rs and dcvelqjncjit of new or/»s m all feasi^jle locatiots vculd be aJxxit 5,000 accurulatcd. 

Thus, any nuixir cvr;r this vxyuld have to ocrc frcn alternate odixsitional sourois ard the curm>nt nur*v» 
education progr.xi Is tlvit vnich on roDt reariily anticipated to provide mar4X>Jcr for r-hy^^ician cxu:ryJtirs with 
an incZicatcd arlclition of a 1-vrar nir..r:tn clinical nurv* rcoi Vincy, Cir^city of and ddrjnd on nurse r«inpofr«r 
resources sear. <Ylct;jaLe to rcet t!j.s in ackUtion to nore traditi<nal nwid*;. 

Vfc recrxinlze th.-\t a twioc pr-jcortion of the cstirotod 24, errently loI<clcd ^hyr.ician extcrtiers in 
this nrxiel an: inodrjfni.:ce!y «ijcaVx1 for t}$: roh- thry jhoui*! pcr^om *j> .idu*^"^ maxinn cfficicr^cy. lit ,YxUtion, 
clerical (-orsr nr^l ,^ acoonluv; to onoro: dita pro jccti»xj;, would ecuil 19.000 on top of the; 24,300 now thoin*;t to 
be perfoiniry; s'jx* plzysici.xi e/te.vV.rs nrof«j';urt^l h/rolth *vxLvitio'?. 
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training and func±ions definitely be established. At the present 
tiine a wide variety of training programs with great variations 
in quality last fron several weeks to twenty-four itonths. We urge 
the Regents to bring these prdblems and others to r^id solution, 
and that graduates of approved programs be registered for the de- 
livery of primary care in acxxjrdanoe with the provisions of Sec±ion 
6531 of Article 131A of the Education Law, either as it exists or 
with appropriate ennendations. 

•Aa^^ York State, alcng with others, has ciirccted and provided 
extensive training programs for eitergency nedical technicians. Sane 
other states have inore carprehensive systems for providing access to 
and integration of eitiergency medical care. Sudi programs already are 
authorized under the PubUc Health Law for :iev.; York State, but there 
is inadequate funding for integrating the system to achieve maximum 
efficiency vdth ^prc^riate cammicaticns neti-.-orlts bctc-.^ n3x>te, 
underserved locations in the State and the nearest regional n^cal 
centers with ambulance service, helicopter service, etc. Efforts 
to achieve necessary funding levels should be supported, in order 
that primary care of an energency nature may 1x2 rade available to 
all residents of tlie State. 

Drastic reductions could be made in the Fb'G ccnponent of 
phi^ician supply requireitents if, by 1990, 50,000 P.E.'s could be 
educated and effectively enployed by primary care physicians. Since 
from National data we new have about 24,500 nonclerical physician 
extenders v;ith various levels of training, and functioniiia in 
various capacities, we would need to increase their numbers and 
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acceptability (public and profej^-sional) ard sharpen their roles and 
responsibilities to levels v*iich seem doubtful of achievement in 
the next two decades. One limitation on our ability to use and 
absorb P.E.'s effectively is related to the nuittoers of new office- 
based physicians who will become available. New physicians will be 
more receptive and more likely to vise P.E.'s effectively than those 
vdio have beoone accustotied to traditional practice. 

Therefore, II-B on Table 16 ar.d Craph IV seems the most 
optimistic e:5)ression of the potential effect of P.E.'s which could 
be anticipated for 1990— and since by then, fron Sb-^.te sources 
we will probably have fewer than 5,000 physician's associates, e\t:n 
under the most optimistic expectations, the remaining 37,000 
would then have to be nurses with post gradi:iate special training 
for primary care. 

At the 50,000 P.E. level FMG's ODuld be reduced fron the prc]<^cted 
39% level to 20% of total physicians — or below oox current 
level — if all other grcwth characteristics in assunptions 4 and 5, 
Table 13 iiold. Tb reduce dependence on FMG's otherwise, v/e 
would either have to depress demand for physicians , find a way to 
attract more United States graduates or substantiallv increase 
medical education resources above current projection levels. 

Further study of availability of physician extenders and 
examination of costs of trade-offs will ha\'e to be delved until 
fiscal data, yet to be collected, can be evaluated. Then we will be 
in a better position tc make reocOTnendations concerning physician- 
physician extuader ratios. 
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Specialty Problems 

There are many people gr^ling with the develcpriBnt of 
appropriate specialty ratios, and there is neither agreeitBnt nor 
confort with most of th^ factors that have been developed; nor is there 
enough infonnation available to persuade the Task Force to identify 
and/or suggest eliminating any of the existing graduate educational 
resources (residency programs) in the State. Thus, further refineirents 
of requirements for other than primary care specialists will have to 
v;ait criteria develcpnent by professional groups and the Federal 
government. While the Task Force can and will identify needs for 
additional manpower, our assunptions are predicated upon the fact 
that change, such as greater proportions of primary care specialists, 
for the most part, can only be acoarplished by additions to the 
system. It is clear frcm the almost universal e^qaression of dissatis- 
faction f ran both the public and the profession that current ratios 
of production of specialists cannot and should not be replicated, (Table 12) . 
The specialty boards have a professional obligation to study these 
prdDlems and to make recomendations concerning appropriate adjust- 
ments in training programs. 

Limitations in Our Ability to Achieve Supply Goals 

In svDply estimates, the enrolliTBnt projections have been 
inflated with full kncv/ledge of the fact that many of the schools 
in New York State have indicated that already they have reached or 
exceeded the edacity of their current physical facilities and 
faculties. Projectioiis do not indicate that each of the schools 
will or can gra^; by 1.5% annually, or that the2?e will be an even 
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grcMth rate. If we accept the 1.5% or 2.7% inflation factors, the 
total class size of the twelve nedical schools in the State would 
have to be increased by between 130 and 240. students beyond current 
plans or the equivalent of one or two new iredical schools between 
1985 and 1990. Under the 1.5% increase assunption by 1990, New 
York State will then be granting about 12% of the total United 
States M.D. 's; this is not far fron the percent sx^jplied by New 
York State currently and during tte past few decades. 

By the year 2000, at an annual inflation rate after 1985 
of 2.7%, the total annual graduating class in New York State would 
be at the 2500 level. Oliis ^roaches the theoretical neximum 
capacity of the State's clinical resources which is also one of the 
limitations in our ability to e^^and medical education in New York 
State. There are proximately 83,500 hospital beds in New York State 
(excluding those in State inental hygiene institutions and other like 
special or chronic care facilities), Therefore, the theoretical 
iraximum medical school enrollment in New York State oould be at the 
14,000 level if all of the 83,500 beds were in acceptable institu- 
tions and the ratio of six teaching beds per student, (the current 
educational criteria) was retained, tfcwever, close to 21,000 beds 
are in small hospitals (those xmder 200 beds) , so the maximum total 
class size for all medical schools in New York State is 
closer to 2,600. At that point, the graduate n^cal education 
system woiold be totally saturated. In order to qet to that point, 
most of those hospitals, would have to tpgrade and increase their 
staffs very substantially. This would involve expensive and difficult 
recruitment, and it is unlikely that all of the hospitals, even 
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of this size, cx)Uld be convinced to participate in prograrns involving 

the education of medical students. Proqrain considerations, distance, 

and critical masses of students and faculty mi^t also tend to 

reduce the model efficiency. Therefore, the class size of 2,100 

that WDuld be produced by almost doublina the 1970 qraduatinq class size 

is perilously close to the State system's maximum capacity to provide 

adequate clinical experience. 

An additional constraint on the system is the number of 
available graduate positions. Currently, 8,700 approved residencies*^ 
are offered in New York State. However, it is expected that this 
number will decline soon to around . ,^00. With virtually universal 
graduate medical education of an average three year duration, at the 
7,500 level, the theoretical maximum class size that could be 
accomnodated in graduate training posts in New York State is 2,500. 
Again, this is not far above 1990 projections on Table 13 and ^^-ranh I. 

r^DSt Reasonable Assumptions 

Assunptions 4 and 5 on Table 13 are most likely and most 
consistent with Assunptions B and C on Table 14, and Il-B on 
Table 16. Therefore, tlie Task Force believes that 250 physicians 
per 100,000 population rate is both a desirable and adiievable goal 
for New York State by 1990. Ccrrpated to our cxrxnnz ^ii-n^h^nn, 
this represents a 23% increase in rate and a 36% increase in numbers 
of physicians, and accatrrodates an annual increase of Vt jj\ demand 

Mt!: inucrr.G:;i;;^s tiicre are Doro tlio:. il,"''^'' r^-rcvrd cracVaatc 
IX)si Lions in the Gtote. 
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for service, above that which would be generated by neeting needs of 
the projected increased State population. With major increnents 
in nurrbers of physician exbsnders used, and with an t?)grading 
in their c^ability and aoeeptability, reliance on FMS's could be 
reduced substantially and still provide this effective physician 
service level. 

The Task Force, itdndful of inuch activity at national and 
international levels in both professional and political arenas, 
feels that the most prudent plan, within available professional and 
fiscal resources would involve a rapid increase in total New York 
nedical school class size capacity to the 2000 level. That is about 
550 over our June 1974 graduating class size. This is an ultutate 
goal. Fran our study we believe this would not result in an oversupply. 
An increase of this magnitude would permit us to reduce dependence 
on FMG's sooner and acccmmDdate larger numbers of New York State 
students. 



rrv=i=,*-« • ^^^^^^ earlier, the increment fron 212 to 260 acco^- 
modaa^s increases in primary, care cnly,in our models. At tliis point 
the Task Force is not reconr^ding cJiaAges in the rates of oSo^S^ 
primary care sj^cialists providina patient carp ' 
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ALTEHjATIVE WAYS 10 INCREASE MEDICAL SCHCXDL ENRDUWEOT 



In their 1972 Master Plan, the Itegents asked that nedical school 
enrollinent "be doubled as e^qpeditiously as possible." During the 
decade beginning in 1975-76, it is estiitiated that the average number of 
graduates that will be produced by itedical schools in New York State 
will represent a nearly sixty percent increase over the average number 
of graduates produced during the decade ending in 1972, \^ch iiroiBdiately 
preceded the doubling stateitent- The decade beginning 1975 was chosen 
for cortparison because this would be the first time ariy recamendations 
made by the Task Force could begin to be inplen^ted. This nearly 
sixty percent increase will result fron plans that are already^ underway. 
We have, as indicated, examined a nunber of sipply and requirertents 
assunptiais. Our analysis points to the need for a total state class 
size goal of 2,030 by tlie yecir 1090 or sooner. That is alirost 
dou}»le the 1:?70 statei'd.de total graduating class size. 

In order to acliieve the 3990 goal, an average annual addition 
of 575 graduates \\dll be .cecruircd over the current (1974) qraduatina 
class size of 1456. (That is equivalent to tlic output of five mature 
traditional medical sdiocls.) If existing sdiools continue to develop 
in accordance vath t' ir ciarrent plans, by 1985, the total State medical 
school graduating c] si%G v.lll be 1,720.. There vrnld still he a 
close to 300 graduating place gap to achieve the 1990 qoal claf^s size 
of 2,030. By v;hat mechanisms could tr:G goal achieved? Tliere are 
several alternatives/ sane desirable, otters not. For axar'::)lo- 
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(1) Vfe cxDuld build five additional nedical schools at a current 
cost of about $200 million each and vait ei^t years before the first 
graduates energed, and a minimum of four, and possibly seven, additional 
years until the schools reached full productivity. That possibility 
is both iirpractical and inprcbable since most of our manpower problatis 
are critical now and, as was indicated earlier, at the present rate 
of financing, the eight private nedical schools which produce more than 
two-thirds of our State's physicians would be bankrupt by 1985; three 
are in tenuous financial situations at this time. The investatent of 
irore than $1 billion and a delay of 12-15 years in order to acMeve full 
productivity of such new institutions is obviously a ocitpletely 
unacceptable solution. Such an outlay of State or philanthropic monies 
could not help but iitpinge upon the support of the twelve existing 
nedical schools, and would jeopardize their contijiuaaon at the expense 
of creating new institutions, or 

(2) If each of the twelve nedical schools expanded its upper division 
by ten students (on the average) in each of the clinical years, above 
that currently planned in order to acoonmodate United States students 
who are currently enrolled in foreign medical schools in OOTRMS and 
Fifth Pathway programs, we oould add 120 students to the araduate pool 
and reduce the long range goal deficit from 310 to 190. This alterna- 
tive would certainly solve sore of the problems of those students 
who have gone overseas for their nedical education. Vfe would increase 
the quality of the education of those students who are certain to 
ocne back and practice nedicine in' the United States and enoouraae 
them to settle in New York State. 
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(3) With adequate fiscal support, the nedical schools oould be asked 
to adept sone of the larger oatinunity hospitals in imderserved areas* 
Such additional clinical resources oould be upgraded to the level for 
teaching institutions and oould be used to acccnmodate larger classes 

in the clinical years as well as to i?)grade the quality of care available 
in these comtunities. Jf only six schools adopted hospitals which 
acocnitiodated 20 additional students in vach of their two clinical classes 
then an additional 120 students oould be added to the graduate pool 
above those currently planned. This also would reduce the goal deficit 
from 310 to 190. Obvioiosly, if more than six schools participated, or 
more students oould be acccnmodated in such additional affiliated 
hospitals, then the deficit would be further diminished and nore United 
States students might be educated in an environment that is more likely 
to produce primary care practitioners than other speci^alists. Many of 
them, thus, receiving their training in underserved areas, might be 
induced to settle in these locations. 

(4) In addition, we have knowledge of 20 proposals for a variety of new 
medical schools in New York State. The Task Foroe has net mth 
prcponents of four new programs at their recruest and will be neeting with 
others. Some of these proposals are excellent and viable. Sone aire 
well intentioned but iirpractical . Others are unreasonable and inpossible 
At least three of the new proposals would develop clinical medical 
schools similar to the British model, that is, offering only the 
inFtruction found in the clinical years in a traditional American 
medical school. Such urograms most likely would be successful in 
existing institutions of high quality, with a history of excellence 
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in graduate msdical ecaucation and the c^^acdty for providing full 
clinical instruction in all of the major fields. 

The current guidelines of the Liaison Connittee on >fedical 
Education, the accrediting agenc/ for nedical schools representing 
the Amsrican Medical Association Council on Medical Education and 
the Association of American ^fedical Colleges, do not permit the 
accreditation of two year clinical medical schools. It is our 
hope that this carndttee and their sponsoring organizations will be 
willing, at least on an experimental basis and for a limited time, 
to modify their policies. J\ast as medical schools must becxxre 
more responsive to the public needs, ipso facto their accrediting 
bodies also mast adjust policies whidi can match the reasonable needs 
of the public. 



-77- 

83 



CXNCLUSiaiS 



After lengthy and intensive stucfy of the problems related to the 
diarges of the Pegents Task Poroe, the following ocxiclusioais have energed 
at this time: 

1. The t^lve existing medical schools in this State are ijtinensely 
valuable and irreplaceable State ^ National, and World resources vMch can 
benefit directly or indirectly the health of all peoples; oonsequsntly, 
every effort must be inade to protect their existence, their integrity and 
to nvaintain the quality of their programs. 

2. Any lacig range funding proposals for medical schools should 
await the results of the cost analysis studies currently underway. Because 
the!^e are not available to develcp recotmendations for this i'ear^s Pegents 
legisMative program, the 1975-76 funding of medical education should continue 
at least at the present level, and for any programs v/hich may exhibit 
iiTtnediate perilo\as fiscal ccaidition it will be necessary to provide 
ejnergency assistance above a^rrent levels. 

3. For the foreseeable future, New York State needs an increase 
in the total numbers of physicians, and especially needs to expand 
significantly its output of primary care physicians. 

4. The creation of new traditional nedical schools would be very 
costly and there wotiLd be a delay of 12 to 15 years before they wotiLd reach 
full productivity. 
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5. In view of the ur^redictable future requiranents for physicians^ 
it is wise to identify the short range (20 year needs) and to fulfill those 
needs as expeditiously and econonically as possible with pixjgrams of 
inherent flexibility and which will also upgrade the quality of medical 
care in mderserved areas. 

6. It must be understood that the addition of prograns and/or the 
e:5)ansion of existing prograns in medical sc3x)ols will require additional 
funding above present levels. 

?• There is a limited reservoir of potential teaching facilities 
and skilled itiar^^r vAiich could and should be vpgraded and integrated 
into the medical education resources in this State^ thus expanding 
instruction potential at the clinical levels and inproving quality of service. 

8. Every effort should be raade to facilitate a more equitable 
geogr^hic distribution of jAiysicians. 

9. The specialty distribution^ particularly of future physicians 
in New York State ^ should be monitored. Even before National criteria and 
programs are developed to guarantee that public policy is reflected in 
graduate medical education resources and deployment, it is necessary that 
the Regents monitor graduate medical education programs in New York State 
as they do all other graduate programs, 

10 • As rapidly as possible New York State should replace foreign 
medical graduates with United States medical graduates in hospital training 
programs • However^ places should be available for exceptional peirscns fron 
abroad who will return to their own countries after receiving unioue specific 
training in the United States • 

-79- 

ERiC 85 



11 • In order to correct deficiencies in the availability and quality 
of medical care in New York State, a wide variety of actions are necessary 
to be taken by the Ifegents of the University of the State of New Yoric, the 
Governor and the State Legislature, other State departnents and agencies, 
the State Board for ^fedicine, the medical schools of New York, the hospitals, 
the professional societies, contnunities, and individual citizens • Ihe 
reocnmendations of the Task Force in this interim report should provicte tlie 
beginnings for develc^^ing tiie needed multifaceted State-wide attack on the 
problems. 
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Hie Pegents Task Foroe recmiEnds that the Board of Regents of the 
IMiversity of the State of New York should: 

1. Continue to be supportive of the nedical schools in order 
to preserve their existence, their quality and their integrity. 

2. Recarmend that the funding of medical schools in the future be 
based on support for multiplci ocrponents. ffedical schools are coiplex 
national resources frcm vMch we all benefit, and as such (feserve both 
Federal and State financing. The entire insUtuticn shoxild receive 
unrestricted funding to a certain extent. T^bove and beycnd that basic 
funding, additional monies should be based upon c^itation in medical and 
in allied health programs, and vipcn the kinds of programs developed or 
e^anded to he:!p meet the goals of the Regents. 

3. The Regents and other Stare officials shoxild urge the Federal 
goverra^Bnt to accept the reccranendations of the Institute of Medicire of 
the National Acadsry of Scienoss (whose cost stud/ it coittdssioned) and to 
provide Federal funds to support "capitation grants ranging between 25% and 
40% of net education expenditures..." to "contribute to the financial 
stability of public and private health professional schools..." 

4. Support worthwhile experiirental programs in nedical educaticn 
and urge ttte Liaison Ccmnittee on Medical Educatiwi of the Associatiwi of 
Atierican ffedical Colleges and the council on ^fedical Educaticn of the 
i^rican ^fedical Association, the accrediting body for medical schools, to 
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give serious consideration to granting accreditation, at least for a 
limited period of tixca, to sudi institutions or programs* 

5. Approve the creation of the equivalent of at least tovo, and 
possibly three, clinical medical education programs using institutions 
presently vdth beaching hospital capabilit^^ and potential. 

6. 2noourage inv^lenentation of an arrangement now under consider- 
ation between the Chanplain Valley-Physicians Hospital ^fedical Center in 
Plattsburghx the State University of New York, and the University of Vernmt 
in order to expand the iredical education c^^portunities and upgrade the 
quality j services available in that area. 

7. Adopt as a policy that, as the nunfcers of United States nodical 
graduates increase, the nurrbers of students in (XTRANS and Fifth Pathway 
programs will decrease accordingly, to the end that transfer prograira will 
be phased out oarpletely, and as the State no lonqy;x needs to rely \jpon 
graduates of foreign medical schools to staff its instxtutions and provide 
the necessary patient care, licenses to foreign medical graduates will be 
granted only on exceptional grounds. 

8. Exert their ir/flpenoe in the field of graduate nedical education, 
a significant educational area v;hich has so far been permitted tr^ operc ce 

in a laissez faire environment, by bringing graduate nedical education under 
the iMaster Plan procedures. 

9. Encourage all of the specialty boards, the ^iierican Board of 
Medical Specialties, and any necessary Federal acjencios to ^jmdcrtake a stuct\- 
of the needs, present and projected, for each specialty/ in liaht of 
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population projections and to provide a rational basis for adjustment in 
the ntirbers of positions for training in the various specialties. 

10* Require the iinnediate develc^xnent of a formal curriculum and 
ooipensatory training programs for the edxxxiticn and training of nurse 
clinicians/nurse practitioners in primary care^ in order to ensure that 
gradiiates of all such programs have uniform capabilities^ education^ and 
training. Nurses with such education and training could be legcilly 
registered to provide primary care under existing article 131-A^ Section 
6531 of the Education Lsm, with or without sone modification specifically 
to inclucie the primary care nurse. 

11. Seek both Federal and State- monies to support and expand existing 
programs for the training of pl^ician's associates and primary care nurses. 

12. Pequest financial si:?>port for^ and assist the State Health 
Department in the developr^t of stat&cide programs for the training of 
eniergency medical care personnel and for the registration of Ehergency 
Ifedical Servioo Technicians under the existing specialist's assistant 
category of 7\rticle 131-A, Section 6531, of the education L^^. These 
proqrams arc alroaciy in Article 30 of the Public Health Law, and additional 
financial support to the State Health De^^^artnont is necessar^'' for their 
irq:>leinentati<:^ . 

13. ?eccrTnend thiat an office or agency/ he estatlished either in the 

State structure or on contract, for exaiiplc, \.lth tl^e ;^3sociated 'Icclical 

i 

Sdiools of ::5^'! Yorl, and iJei? Jersey, to provide Oi^i efficient, centralizcvd 
a^oplication system fgr ::e^; York residents to .Jei-; York nedical schools. 
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14. Change the time of the Regents ^fedical Scholarship Examinations 
to June fran the following Septenter, and make results available proiptly 
for adtnissiais carmittees prior to the time that they have filled their 
classes. 

15. Advocate the establishnent ty the State or by contract with an 
^rcpriate agency of a "brokerage" office to help cotinunities in itedLcally 
underserved areas of the State to recruit physicians, to assist physicians 
to find appropriate practice settings, and to coordinate efforts toward 
these sane goals with the existing agencies presently involved at minimal 
levels in these functions, such as the State Health Departnent and 

the Medical Society of the State of New York. 

16. Encourage the development of practice patterns which will attract 
and retain physicians in underserved areas, and endorse the expansion of 
special inc^iti;«s to practice in svdi areas, such as the forgiveness of 
educational loans, guaranteed annual inccnes, etc. 

17. Request the State Board for r-fedicine to ccnsi<fer the liberalization 
Of endorsenent policies for valid, unblemished licenses fran other states 
for physicians desiring to practice nedicine in >!ew York. 

18. lend their influence to those agencies which might assist in the 

adjust^t of malpractice insurance coverage u. order to encourage physicians 

to remain in this St^te to practice full-ti.^ or to practice part-tine, 

or to continue to practice after retirenent fran institutional, corporate, 
or nisdical school service. 

19. .^rov^ the rpocrnnandation^of the State Board fer ..fedioine for a 
"toi^un Of <^ years of hc^pital tra;^., for both »,ited state, nodical 
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school graduates and foreign iredical school graduates before issuing a 
license to practice medicine. 

20. Request the legislature to revise Article 131, Section 6526, of 
the Education Law to require limited permits for all physicians v*o are 
involved in any kind of patient care, and who are not holders of unrestricted 
licenses or who are not enrolled in accredited training programs. 

21. Request the Legislature and the Governor of this State to provide 
financial sipport for the expansion or developtent of new residency training 
programs in primary care ir. order to yield annually one hundred additional 
pi^sicians from such training programs. 

The Regents Task Force also reocranencs that the fegents should urge 
the twelve medical schools in Jew York Stato to: 

22. Continue to make every effort to es^and their enrollnEnts in the 
first year. An average increase of ten atudeits per school would result 
eventually in an additional output equivc^lent to another medical school. 

23. Make every effort to expand their eniollirents in the clinicp/£ 
division through COrm^ programs, and by granting ad^/^noed admissions to 
candidates v;ho have passed Part I of the National Boarrl Exarinations. 

24. Add or expand pre.sent Fifth Path.;ay places by upgrading comrunity 
hospitals and other potential teaching facilities not used naffor instr^^ct- 
ion of rnedical students* 

25. Add and/or ex:.and their programs in primary care; any expansions 
in specialized programs should be liMted to those specialties involved 
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in tlie delivery of prijnary care: internal n^cine, pediatrics, family 
practice and general practice ♦ 

26* Institute rigorous canpaigns to recruit students into the 
primary care specialties. 

^ 27. Adopt oomnunity hospitals and/or other appropriate facilities for 
medical instructicHi. (Apprcpriate fiscal mechanisms must be developed to 
support any additional costs incidental to the addition of such educational 
programs.) 

28. Be encouraged to develop more physician extender programs for 
physician's associates and primary care nurses. 

29. Train medical students and allied healtti workers during their 
clinical experiences to functicn as a team. 

30. Improve and expand programs in ccntinuing medical education, vTitti 
special attsrpts to include physicians v*io are not on staffs of hospitals 
witli quality education programs and vAio do not hold manberships in local 
and state medical societies v^re continuing medical education programs are 
readily avciilable. 

31. Establish an early adrtiissicns program for New York residents to 
New York nodical schools, especially to enable Regents scholars and other 
scholars to detain early admission. 

We present the thirty-one recoiTTvendations caitained in the preceding 
pages at this time to initiate progress. By so doing we express concrete 
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cxjnoem for both the iirrosdiacy and the magnitiide of the problems • None of 
our reocrmendaticns ccntained in this interim report will cxnf lict with any 
reconnencJaticais \*iich will appear in our final report. 

In the final report we will expand many of the areas covered in this 
(tociment with far greater detail to provide to the Regents, to otter 
government authorities, as well as to the professioial camrunity the 
additiaial data si^porting our conclusions, along with the financial inform- 
ation that will facilitate transformiiig our recaitnendations into effective 
action. And, additionally, plan to discuss: 

1. The possible utilization of alternate educaticnal resources, 

such as clinical and basic sciences facilities outside of existing tradition- 
al medical schools. 

2. Expansion capacities. 

3. cost "tx'a^e-offs" within cuncent programs. 

4. Scholarships, stuc3ent funding and other ireans for sharing 
respansibility for the cost of nedical education. 

5. Other related tcpics. 

To inplement our reoomiendations new legislation, changes in legis- 
lation and in Regents Rules and Comdss loner's Regulaticxis v/ill be required. 
Scfre of the needed legislation will have fiscal implications. To the extent 
that data are available to'us, we stand reacfy to assist witli the develop- 
ment of appropriate sippoirting materials. 
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